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BEHAVIORS IN COLLEGE WOMEN
Sherry Pagoto, M.A.
Western Michigan University, 1998
With the ever rising numbers of people becoming infected with the human
immunodeficiency virus (HIV) as reported by the Centers for Disease Control (CDC,
1997) the need for preventing the spread of infection is clear. One promising interven
tion, based ort a theory called social diffusion, involves training popular opinion
leaders to act as behavior change endorsers within their community (Kelly, 1991).
This study found 25-30% reductions in high-risk behaviors and 16-18% increases in
safe sex behaviors in a male homosexual population as a result of this type of interven
tion. The current study examines the effectiveness of this intervention within a com
munity of female college students.
Very few effects were found as a result of the social diffusion intervention. No
evidence was found to support changes in safe sex behaviors. However, participants
in the experimental group were more likely to perceive themselves as at risk for con
tracting HIV and other sexually transmitted diseases after the intervention than the
control group. Because the effects of this intervention in a female population was not
as large as in a male homosexual population, the needs of women in HIV prevention
interventions may need to be more closely examined.
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CHAPTER I
INTRODUCTION
Prevalence of AIDS
While only two decades ago AIDS (Acquired Immune Deficiency Syndrome)
was not a classified disease, by 1996 an estimated 573,800 Americans had been diag
nosed with AIDS with approximately 50,000 dying per year (CDC, 1997).

In 1996,

AIDS was the leading cause of death in people ages 25-44, and the sixth leading cause
of death in people ages 15 to 24 years old (Rafferty & Radosh, 1997). Because of the
ever increasing incidence of this disease over the past decade, the need for treatment
has been well recognized in the scientific community. Treatments aimed at preventing
or slowing the development of symptoms in individuals infected with HIV (Human
Immunodeficiency Virus), the virus that causes AIDS, have progressed dramatically,
most recently with the release of combination antiretroviral therapy. This drug ther
apy is considered a breakthrough because it has allowed infected individuals to live
much longer and healthier lives. One result of such breakthroughs will be the reduc
tion of deaths due to AIDS, and this trend is beginning to occur as reported by the
Centers for Disease Control (1997).

In 1996, estimates of deaths due to AIDS

declined 23% from the 1995 estimates. AIDS opportunistic infections reported have
also decreased by 6% from 1995 to 1996. The Centers for Disease Control (1997)
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have attributed both of these reductions to the increased use of prescribed
combination retroviral therapy.

CHAPTER II
LITERATURE REVIEW
The Need for Prevention
In spite of promising advancements in pharmacological treatments for HIV
infected individuals, no evidence exists to support that combination antiretroviral ther
apy cures the HIV infection. These pharmacological regimens have only been shown
to slow the progression of the disease by reducing viral loads detectable in the blood
supply and allowing CD4 counts to grow. Furthermore, the regimens are costly, pro
duce numerous side effects, are not widely available in developing countries, and
involve complex treatment regimens with which even highly motivated and educated
individuals have difficulty complying. Fortunately, the behaviors that transmit the
HIV infection have been identified and transmission of the virus is 100% preventable
by reducing or eliminating those behaviors that confer risk of infection.

Kelly,

Murphy, Sikkema, and Kalichman (1993), a leading researcher in HIV prevention,
strongly emphasizes the urgency for the development of psychological interventions
aimed at preventing the spread of HIV infection. He points out that most of the HIV
prevention literature is concentrated on the description of psychological correlates to
high risk behaviors with only a few interventions to alter high risk behaviors actually
being developed and tested. At present, many psychological correlates to high risk
3
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behavior have been identified.

For example, perceived social norms (Fisher &

Misovich, 1990; Kelly, Murphy et al., 1992), self-efficacy (Aspinwall, Kemeny,
Taylor, Schneider, & Dudley, 1991) and perceived risk (Dolcini, Coates, Catania,
Kegeles, & Hauck, 1995) have all been determined to be predictors of risk behavior.
Studies identifying significant psychological correlates are often useful in the
development of interventions and this is the direction that illV prevention research
appears to be heading.
Interventions that have been developed recently have focused on education
(DiClemente, Forrest, & Mickler, 1990; Norris & Ford, 1991), skills training (El
Bassel, Ivanoff, Schilling, Borne, & Gilbert, 1997; Kalichman, Rompa, & Coley,
1996), risk perception (Jemmot & Jones, 1993), and social norms (Grossberg,
Tillotson, Roberts, Roach, & Brault, 1993; Kelly, St. Lawrence et al., 1992). Educa
tional interventions were most popular when AIDS was a new disease and misconcep
tions about the biology of the disease, vehicles of transmission, and definitions of risky
behavior were the norm. Researchers have since discovered that accurate knowledge
about AIDS does not necessarily lead to changes in behavior (DiClemente et al., 1990;
Norris & Ford, 1991). Skill-based interventions often involve the training of correct
condom usage, communication skills, problem solving, and self-management skills
(Jemmot, Jemmott, & Fong, 1992; Kalichman et al., 1996; St. Lawrence, Jefferson,
Alleyne, & Brasfield, 1995). While skill-based interventions have been shown to be
effective in reducing risk behavior, some level of perceived risk must exist in order for
a person to initiate the use of learned skills. Risk perception interventions have been
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developed to deal with this issue. Such interventions often involve the education of
individuals by people who share similar characteristics or life situations. (Jemmot &
Jones, 1993; Stevenson, McKee, Gay, & Josar, 1995). Role models who share the
same culture, race, and socioeconomic status as their audience have shown to be more
effective at conveying accurate perceptions of risk.
One drawback of all of the above interventions is that they typically occur in
small scale settings such as schools, small groups of at-risk populations, workshops,
residential treatment facilities and the like. Because AIDS is so far reaching, more
wide scale interventions may be needed. Kelly (1993) has indicated that one major
priority for prevention research is to develop community-wide interventions that effect
large groups of people, yet remaining cost effective.

A 'workshop' style of

intervention may be very effective at decreasing risk behavior, but the effects only
extend to the willing participants of that workshop. AIDS is a problem that extends
beyond the willing participants of a workshop or the students of a single classroom.
Furthermore, the resources needed to mount a sufficient number of workshop style
interventions to reach an entire community would be difficult to obtain at best.
The Social Diffusion Intervention
One popular type of intervention that is aimed specifically at producing
community-wide behavior change deals with altering social norms. The literature indi
cates that perceived norms pertaining to the social acceptability of safe sex behaviors
are related to an increase in frequency of safe sex behaviors and improvements in
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attitudes about safer sex (Kelly, St. Lawrence, Brasfield, Lemke et al., 1990; Kelly, St.
Lawrence, Brasfield, Stevenson et al. 1990). When members of a community believe
that safe sex behaviors are practiced and supported by the community as a whole they
are more likely to practice these behaviors. Safe sex behavior would increase simply
because it would be expected to have a higher reinforcing value in the community than
other non-safe types of behavior which might actually be expected to receive negative
consequences (Fisher & Misovich, 1990). This type of intervention is different from
the others in that it is focused on increasing the motivation for behavior change.
However, changing the social norms of an entire community would appear to be a
daunting and complicated task at best, but one intervention, known as social diffusion,
has been developed that appears to have some considerable potential.
The theory of "diffusion of innovation" was first identified by Tarde, one of the
forefathers of sociology in Europe (Rogers, 1983). He proposed the idea that the rate
of diffusion of an innovation occurs in a community as an s-shaped curve. In the
beginning, only a few members of a community will adopt an innovation, followed by
an onslaught of members taking on the innovation, ending finally with a subtle
decrease in new adopters. Rogers (1983), presently the leading researcher in the area
of diffusion has defined diffusion as "the process by which an innovation is
communicated· through certain channels over time among the members of a social
system" (pg. 5). He delineated four major components of diffusion, the innovation,
the channels of communication, time, and a social system. The innovation can be
virtually any idea or practice that is new to a community.

The channels of

communication are the vehicles by which information can be carried to members of the
community. The most effective channels of communication are those that share
common characteristics with the rest of the community and have the potential to reach
many community members. Finally, the social system can be any community in which
social interaction occurs on a regular basis. This concept of social diffusion has been
studied and discussed extensively in many areas of study including anthropology,
sociology, education, public health, communication, marketing, and geography
(Rogers, 1983).
The social diffusion conceptual model has recently been extended to the HIV
prevention literature as well (Kelly et al., 1991; Kelly, St. Lawrence et al., 1992;
Grossberg et al., 1993; Kauth, Christoff, Sartor, & Sharp, 1993). The innovation in
these studies is safe sex behavior, the channels of communication are popular opinion
leaders, and the social systems utilized have been gay bars and college residence halls.
Kelly et al. (1991) was the first to apply the concept of social diffusion to HIV
prevention and he did so with patrons of gay bars in small U.S. cities.

The

intervention involved drafting 'opinion leaders' from patrons who frequented gay bars
and training them to effectively communicate safe sex behavior messages throughout
their community. Opinion leaders were defined as those in the community who were
well-respected, popular, trusted, and most likely to be trend-setters for the
community. Opinion leaders were asked to initiate these 'safer sex' conversations with
their friends and acquaintances. This intervention resulted in 25-30% decreases in
reports of high-risk behavior such as unprotected anal intercourse relative to baseline,
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and 16-18% increases in safe sex behaviors such as condom usage relative to baseline.
With results of this magnitude the need for replication in other populations is obvious.
Kelly, St. Lawrence et al. (1992) recommends that replications are needed in other
"at-risk" populations such as adolescents, college students, intravenous drug users,
and in developing countries.
College-Aged Population
The need to focus on young adults in IIlV prevention research and program
ming is evidenced by numerous reports of a high prevalence of risky behavior on col
lege campuses (Desirado & Crawford, 1995; Simkins, 1995; Carroll & Carroll, 1995).
Desirado and Crawford (1995) found that 36.6% of sexually active college students
surveyed had more than one partner during an 11-week period, and only 24% of sex
ually active college students used condoms 100% of the time. Additionally, estimates
of the prevalence of STDs within an adolescent population have been as high as 30%
(Department of Health and Human Services, 1990) and adolescents (15-24 years of
age) account for 21% of all new IIlV infections (Kilbourne, Buehler, & Rogers,
1990). These findings confirm that college students are engaging in behavior that
places them at risk ofIIlV infection and underscore the importance ofIIlV prevention
efforts in college student populations.
Grossberg et al. (1993) recognized this need and the potential effectiveness of
social diffusion interventions for this population. They adapted a version of Kelly's et
al. (1991) diffusion model and applied it in male college residence halls. The guidelines
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by which opinion leaders were nominated is unclear in this study, but a large number
of conversations were reported to have occurred during the intervention phase. While
no significant behavior changes were reported, many significant changes in beliefs and
attitudes about risk behavior were reported.
Female Population
College-age females are in particular need of HIV prevention interventions.
Females in general have been largely neglected in the HIV prevention research until
very recently (Amaro, 1995; Kaplan, 1995). Women represent approximately 20% of
AIDS cases in the U.S. in 1996, up from 14% in 1992, as reported by the Centers for
Disease Control (CDC, 1997), and are the fastest growing group being affect by
AIDS (Kaplan; 1995). Women are actually at greater risk of contracting HIV from an
infected partner via a single unprotected sex act than are men, simply because of the
differences in volume of bodily fluids exchanged during a sex act (Padian, Shiboski, &
Jewell, 1990).
One intervention utilizing the principles of social diffusion with college women
has been shown to be moderately effective at increasing safe sex behavior (Kauth et
al., 1993). This intervention involved training opinion leaders to initiate effective
health-promoting conversations within a female residence hall.

The intervention

group reported a 14% increase from baseline in condom use and an increase in social
acceptability of safe sex behaviors. This increase was statistically significant. No
other significant behavior changes such as number of partners, proportion using
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condoms 100% of the time, or number abstaining from sex were reported in this
study. One complication in drawing conclusions from the modest levels of behavior
change was that only a small number of the original sample was present at subsequent
assessment times. If each assessment measured the behavior of different individuals,
behavior change across time would be very difficult to detect. In contrast, Kelly et al.
(1991) reported an overlap of 85% of bar patrons across assessment times. This
means that 85% of the people present at the post-intervention assessment were
present at the pre-intervention assessment. Another limitation of the Kauth et al.
(1993) study was that the occurrence of safe sex conversations was verified only by
reports of opinion leaders. Reports of conversations from subjects to corroborate
reports from opinion leaders would provide stronger evidence that the conversations
actually occurred.
The Kauth et al. (1993) study also did a relationship analysis in which "newly
coupled women" were compared to those in "committed relationships." Those who
were newly coupled were more likely to be concerned about condom use and this con
cern decreased as time with partner increased. Kauth et al. (1993) hypothesize that
those in a monogamous relationship may feel less at risk for contracting an STD, and
therefore less likely to recognize the need for precaution. Because over half of the
women in this study reported to be in a relationship, this may have limited the amount
of behavior change attained in this study. Further research is needed to explore
whether the existing HIV prevention interventions are as effective for women as they
are for other more studied populations (e.g., homosexual men). Kauth et al. (1993)
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discuss the need for applications of this intervention to other campus populations
such as sororities, fraternities, or athletes.

CHAPTER III

METHODOLOGY
The Present Study
The present study examines the effectiveness of a social diffusion intervention,
adapted directly from Kelly et al. (1991), in a community of college sorority women.
The tight-knit social nature of Greek organizations would seem to be an ideal com
munity to administer a social diffusion intervention because of the recurring opportun
ities for social interaction as well as the presence of a structured social hierarchy (i.e.,
officers, representatives). Because in the past this type of intervention has resulted in
only modest increases in condom use, changes in other behaviors as well as attitudes
will also be examined. HIV testing, number of sexual partners, risk perceptions, and
intentions to change are all variables that may be influenced by a social diffusion inter
vention. Also, if modest effects are replicated in college women as a result of this
intervention, the reasons for such moderate effects as compared to the effects found in
other populations may be of importance. As noted above, women may not respond to
the same types of interventions as homosexual men would, therefore explanations as
to what motivates women to change their behavior are needed.
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Participants
All sororities with representatives attending the Panhellenic Council from a
Midwestern university were offered the opportunity to participate in the present study.
Five sororities with memberships ranging from 50-85 members volunteered to partici
pate and were sampled at baseline to examine existing sexual behavior patterns. The
Director of the Office of Greek Life agreed to assign a large amount (i.e., 175)
"service points" to sororities participating in the intervention group. Service points
are very valuable to a sorority in that gaining a large amount of points in a year is a
way to achieve prestige in the Greek community. Before completing the baseline
assessment, presidents of the sororities were informed that their sorority could be
selected for either the intervention or the control group or not selected at all. The
sorority with only a few obvious opinion leaders as determined by nominations (see
Opinion Leaders) was dropped from the study. The four remaining sororities (N =
199) were randomly assigned into the control and intervention groups.
Sororities were found at pre-intervention to be not significantly different on
race, age, sexual orientation, and proportion of members reporting sexual activity in
past 3 months. Participants were 94% White, 4.95% Hispanic/Latino, and >1%
African American. Mean age of participants was 19.92 with a range of 18 to 24 years.
Sexual orientation reported was overwhelmingly heterosexual (98.7%) with only a
small portion bisexual (1.3%) and no homosexuals. At baseline, 79.6% reported hav
ing vaginal, anal, and/or oral sex on at least one occasion in the preceding three
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months and 54% reported being in a monogamous relationship.
Opinion Leader Selection
Opinion leaders were selected via nominations by sorority members. Each par
ticipant was asked, "Of all the members in your sorority, name 5 people who you think
are the most popular, trusted, and most likely to be trend-setters for the rest of the
sorority." Both intervention and control sororities nominated opinion leaders on the
pre-intervention questionnaire. Six sorority members, approximately 10-15%, of the
total membership of each intervention sorority, with the most nominations were
selected as opinion leaders. Opinion leaders were not selected from the nominations
in the control sororities.

One sorority failed to report opinion leaders and

consequently was dropped from the study.

The identified opinion leaders were

contacted by phone and offered the opportunity to participate in the study.
Intervention Sorority I had seven opinion leaders contacted, five agreed to participate,
two refused to participate, and one failed to attend training sessions, resulting in a
total of four opinion leaders. Intervention Sorority II had seven opinion leaders
contacted, six agreed to participate, one refused, and all attended training sessions,
resulting in a total of six opinion leaders. A grand total of 10 opinion leaders, or
11.4% of the total membership of the two intervention sororities, participated in the
study. Kelly, St. Lawrence et al. (1992) reported a number of opinion leaders that
constituted 7% of the number of men present at the baseline survey, therefore 11.4%
was considered an acceptable proportion of opinion leaders. In order to insure
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op1mon leader anonymity, their data were not separated from the rest of their
sorority's data at any time, therefore opinion leader responses could not be analyzed
separate from the data of their corresponding sororities.
HIV-Risk Assessment Questionnaire for Women
The HIV-Risk Assessment Questionnaire for Women was developed and by
the authors to assess general characteristics of respondents, HIV testing history, birth
control and STD prevention methods, STD history, number of sexual partners and
nature of sexual activity with each partner, partner risk, protective behavior with
partners, perceived risk, social norm pertaining to safe sex, intentions to change risk
behavior, behavior change influences, and barriers to safe sex practices (Appendix A).
Participating sororities (two intervention and two control) were administered
this questionnaire at baseline, post-intervention, and at 2 month follow-up. Admini
stration of the questionnaire was conducted by the author during each sorority's
weekly business meetings at these three different times during the Winter semester of
1997. Each participant signed a consent form (Appendix B) that outlined the details
of the study as well as the risks of participating. They were verbally informed that the
study was the author's thesis and that the purpose of the questionnaire was to measure
sexual behavior changes across time.

Participants were reminded about

confidentiality, asked not to share their responses with their friends until after the
meeting, and urged not to participate if they did not feel comfortable completing the
questionnaire in an honest fashion.

Participants were also notified that the
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questions that were for coding purposes only and could in no way be used to obtain
information that could identify participants. These coding questions asked for the par
ticipants' mother's maiden name initial and mother's birth month and day. Coding
was conducted to allow each subjects' data to be tracked across assessment times.
Opinion Leader Training
Opinion leaders were asked to participate in four training sessions of approxi
mately 60-90 minutes in length (Appendix C). The content of the training sessions
was taken directly from the Opinion Leader IBV Prevention Training Manual that was
developed by Kelly and Stevenson (1991). At the beginning of training, the opinion
leaders agreed to sign consent forms that outlined the details of the study as well as
the risks to participating (Appendix D).
Training Session 1 involved educating the opinion leaders about the epidemi
ology of the illV infection, the definition of high risk behavior, precautionary changes
needed to reduce risk, and misconceptions concerning risk. During this training, opin
ion leaders were asked to think about and compose a list of four people with whom
they could initiate a safe sex conversation. Nine out of 10 opinion leaders attended
Training Session 1. The remaining opinion leader who was absent, was sent the
materials from the session.
Training Session 2 involved educating the opinion leaders about characteristics
of effective health promotion messages. Opinion leaders practiced initiating safe sex
conversations in small groups with the help of the instructors. They then contracted
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to have four safe sex conversations over the course of the next week with the people
they listed. Included in this contract was a space to list the name of each person with
whom a conversation was initiated and a description of the conversation. All of the
opinion leaders were present for Training 2 and all signed contracts to have four
conversations.
During the third training, the opm1on leaders were asked to discuss their
experiences in initiating conversations over the past week. Opinion leaders received
feedback from the instructors as well as each other about how best to go about
initiating safe sex discussions with others. They continued to practice with each other
during this session. Contracts for initiating ten more conversations were distributed
and opinion leaders were asked to sign these and fill them out as the conversations
occurred. Nine out of 10 opinion leaders attended this training, 8 turned in written
descriptions of their 4 conversations, and all agreed to have 10 more conversations.
The fourth and final training session occurred three weeks following the third
training session because of a semester break and because opinion leaders requested
more time to initiate the conversations. This session was much shorter in length than
the others and it consisted of collecting the 10-conversation contracts, emphasizing
the opinion leaders role in stressing the benefits of behavior change to prevent IBV
infection, congratulating the opinion leaders and thanking them for their efforts. Four
of the 10 opinion leaders attended this session, 8 returned their written contracts, and
all verbally reported to have had their conversations. Opinion leaders who did not
attend this session were contacted by phone to discuss their conversations and arrange
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to return their contracts. A total of 100 conversations were reported via the con
tracts, however, more conversations were reported in verbal form.
Data Collection
The first assessment occurred in January and evaluated participants' behavior
that occurred in the previous three months. During this assessment, sororities were
told that they may be selected to participate in either the intervention or control
groups or not selected at all. The second assessment time, post-intervention, occurred
two months following the beginning of the intervention. Control sorority participants
who completed a questionnaire were entered into a lottery for $40. One participant
received the $40 at the end of the assessment. Intervention participants did not partic
ipate in a lottery. The purpose of this assessment was to evaluate the immediate
effects of the intervention. At this assessment 71. 7% of the participants reported to
have completed the questionnaire once before. The final assessment time, follow-up,
occurred three months after the start of the intervention and four months since the
initial assessment was administered. At this time, control sorority participants were
once again entered into a lottery for $40. One participant received the $40 at the end
of the assessment. Intervention participants did not participate in a lottery. This
assessment evaluated behavior that occurred in the two months subsequent to the
intervention. The purpose of this assessment was to evaluate the maintenance of
behavior change. The school year ended and the sororities dispersed immediately
after the third assessment and so no further assessments were possible. At follow-up,

19
94.2% of participants reported to have completed the questionnaire at least once
before and 58.1% reported to have completed it twice before. Data were coded so
that each participant's assessments could be traced across time. Because only a small
portion of participant's codes could be matched across all three assessments, a partici
pant's data was included in the analysis if her code appeared at a minimum of two
assessment episodes. Data from participants that were present at only a single assess
ment episode were not included in the subsequent analysis. Data was divided into
three sets:

pre-intervention and post-intervention matches, pre-intervention and

follow-up matches, and post-intervention and follow-up matches.

This measure

resulted in three separate but overlapping data sets with N= 101, N= 109, N = 99
respectively. These data sets were analyzed independently.
Experimental Design
The design for this study is two-factor with one repeated-measurement factor
design. This is a between-groups as well as a within-groups design in that differences
between the experimental and control group will be investigated as well as changes
across time for each group. Both the experimental and control groups were admini
stered assessments at pre-intervention, post-intervention, and follow-up. The experi
mental group had opinion leaders selected and trained to have safe sex conversations
throughout their sorority. The sororities in the experimental group received 175 ser
vice points for participating in the intervention as well as the administration of three
assessments. The control group did not participate in opinion leader selection and

training.

Members of each sorority that participated in the control groups were

entered into a raffle for $45 for filling out post- and follow-up questionnaires. Only
those completing questionnaires were eligible to win the money.
While a repeated-measures analysis of variance (ANOVA) could have been
used to analyze the dependent variables, analysis· of covariance (ANCOVA) was
selected to be the more powerful analysis for this type of data. The use of repeated
measures ANOVA assumes that the slope of the pooled within-group regression of
the post-test on the pre-test scores is equal to 1.0 (Huitema, 1980). Any departure
from this assumption will result in an inflated error term and therefore a reduction in
power.

If the slope is, in fact, equal to 1.0 the repeated-measures ANOVA has a

slight advantage in power. Because this slope requirement is quite stringent, the
ANCOVA analysis was selected to be the most appropriate.
Multivariate analyses were ruled out because of the lack of significant correla
tions between all dependent variables. Those items that significantly correlated with
one another were collapsed into single variables and analyzed in that form. For exam
ple, six dichotomous variables that all dealt with condom use significantly correlated
with one another. These variables were collapsed into a single variable, 'condom use',
in which participant's could get a score from 0-6 depending on how many of the items
they endorsed.
This design revealed whether differences existed between the intervention and
control groups as well as within groups across time. Because a number of participants
were present only at two assessments, the comparisons across time were separated
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into pre- compared to post-, pre- compared to follow-up, and post- compared to
follow-up. Three separate analyses were conducted. One statistical analysis was con
ducted on that subset of participants (N=l09) who completed assessments at both
pre-intervention and post-intervention. A separate analysis was conducted on the
subset of participants (N= 101) who completed assessments at both pre-intervention
and follow-up and finally another analysis was conducted on the subset of participants
(N=99) who completed assessments at both post-intervention and follow-up. This
measure was taken in order to preserve as many participant's data as possible. Only
those participants who were present at two assessment episodes were included in the
analysis. Consequently, the baseline sample (Baseline 1) that was compared to the
post-intervention sample, while sampled from the same population, is not identical to
the baseline sample that was compared to the follow-up sample (Baseline 2). The two
baseline samples from the intervention group have a 76.7% overlap, and the baseline
samples from the control group have a 51. 7% overlap.
The dependent variables that were analyzed include condom use, perceived
risk, social norm pertaining to safe sex, intentions to change risk behavior, and behav
ior change influences. Because of the categorical nature of the two dependent varia
bles "IIlV testing" and "perceived influence of safe sex conversations on behavior
change", they were analyzed with a chi square analysis and one-way ANUVA, respec
tively.

Correlational analyses were conducted as well to determine relationships

between the independent variable behavior (i.e., safe sex discussions) and safe sex
behaviors.

CHAPTERIV
RESULTS
Overview of Analyses
Descriptive analyses were performed on the following variables: race, age,
residence in sorority house, sexual activity in past 3 months, monogamous relation
ship, AIDS education in last 3 months, HIV test, number of partners, safe sex discus
sions, and social norms. One way ANOVAs were conducted to investigate differ
ences between the experimental and control group at pre-intervention. Analyses to
confirm the integrity of the independent variable, safe sex conversations, were per
formed using an analysis of covariance (ANCOVA). This analysis was performed to
investigate differences in the mean number of safe sex conversations between the
experimental and control groups from pre-intervention to post-intervention, from pre
intervention to follow-up assessment, and from post-intervention to follow-up assess
ment. A correlation matrix was created for the original 14 dependent variables in
order to determine variables that may be highly correlated. Highly correlated variables
are most likely measuring similar types of behavior and can be analyzed together in
order to conserve power. Finally, most independent variables were analyzed using
ANCOVA. HIV testing was analyzed with a chi-square analysis and perception of
safe sex conversations influence on behavior change was analyzed with a one-way
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ANOVA.
Integrity of Independent Variable
In order to evaluate the integrity of the independent variable the opinion leaders
and the participants were asked to report the number of safe sex conversations in
which they participated. As stated earlier, opinion leaders submitted to the author 100
written reports of conversations that took place in the sororities during the interven
tion. Although the 10 opinion leaders signed contracts to initiate 140 conversations,
the number reported was deemed acceptable by the author because the populations of
both sororities was limited to approximately 130 members. The 100 conversations
reported would have contacted the majority of the population. Many opinion leaders
verbally reported several additional conversations but these could not be quantified.
No analysis could be performed on this data because the control group did not partici
pate in the intervention.
The number of safe sex conversations reported by all participants on the HIV
Risk Assessment Questionnaire for Women was analyzed using an ANCOVA. This
analysis revealed significant differences between groups from pre-intervention to
follow-up (E(l, 96) = 4.47, Q < .05). The intervention group engaged in a significantly
higher number of conversations at from pre-intervention to follow-up compared to the
control group.

Comparisons of the intervention and control groups from pre-

intervention to post-intervention revealed near significance (E(l, 101) = 3.69,

Q

=

.058). The number of conversations in the intervention group increased by nearly
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300% from pre-intervention to post-intervention and increased by over 250% from
pre-intervention to follow-up. The number of conversations in the control group
increased by 30% from pre-intervention to post-intervention and decreased by 18%
from pre-intervention to follow-up (see Figures 1 & 2). No differences were found in
the number of conversations from post-intervention to follow-up (E(l,91) = .88, Q =
.352). This means that the number of conversations at post-intervention remained
close to the number of conversations that occurred at follow-up.
Descriptive Analyses
One-way ANOVAs were performed on a number of variables at pre
intervention in order to determine any pre-existing differences between the interven
tion and control groups (see Table 1). No significant differences were found on age,

Safe Sex Discussions: Pre- and Post-

m Pre-Intervention

□ Post-Intervention

Experimental

Control

Figure 1. Safe Sex Discussions: Pre- and Post-.
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Safe Sex Discussions: Pre- and Follow-Up
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Figure 2. Safe Sex Discussions: Pre- and Follow-Up.
AIDS education received in the past 3 months, race, sexual orientation, sexual
activity occurring in the past 3 months, and number in monogamous relationships.
Analyses revealed significant differences, however, in the number of safe sex discus
sions that occurred (E(l, 98)

=

4.5619, R < .05). The control group reported more

safe sex conversations (M = 2.62, SD = 4.02) than the experimental group (M = 1.23,
SD = 2.04). A significant difference was also found with the number of sorority mem
bers reporting to reside in the sorority house (E(l, 98)

=

39.8464, R < .001). The

control group sorority members were more likely to report residing in the sorority
house (72.3%) compared to the intervention group (18.5%). The effects of this
difference on the results is unclear. Factors accounting for this difference are also
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Table 1
Characteristics of Sample at Baselines 1 and 2

Variable

Race: White
Black
Other
Age

Baseline 1
Intervention
(N=54)

Control
(N=47)

Baseline 2
Intervention
(N=51)

Control
(N=58)

94.40%
0.00%
5.60%

93.60%
2.10%
4.30%

96.10%
0.00%
3.90%

94.80%
1.70%
3.40%

M=19.89

M=19.96

M=19.90

M=19.46

Live in Sorority House

19%

72%

23.50%

53.40%

Sex Partner in Past
3 Months

74%

81%

70%

77.20%

Partner is
Monogamous

(N=39)
64%

(N=38)
71%

(N=35)
60%

(N=44)
75%

Number of Partners
in Past 3 Months

M=.87

M= l.09

M=.98

M=.96

Safe Sex Discussions

M= l.23

M=2.62

M= l.44

M= l.91

AIDS Education in
Past 3 Months

22.20%

27.70%

24%

25.90%

unclear although, if these sorority members live together the opportunity for
conversation of any type is obviously increased. Frequencies of various behaviors
reported in both groups are illustrated in Table 2.
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Table 2
Characteristics of Sexual Behaviors: Experimental and Control Groups
# Reporting

Baseline 1

Post

Baseline 2

Follow-Up

No Partners

Experimental
Control

15
13

17
20

14
8

18
14

One Partner

Experimental
Control

27
35

24
32

34
30

30
32

Two + Partners

Experimental
Control

8
9

7
6

5
8

3
0

No Discussions

Experimental
Control

20
24

10
31

32
11

15
23

1 Discussion

Experimental
Control

7
13

13
4

5
14

8
3

2-5 Discussions

Experimental
Control

14
16

15
16

14
16

16
16

>5 Discussions

Experimental
Control

2
5

10
5

2
6

12
5

Experimental
Control

533
844

404
655

518
817

553
607

Unprotected Vaginal Experimental
Sex
Control

329

233

301

262

559

460

526

410

Oral Sex

Experimental
Control

425
353

246
205

357
244

313
246

Unprotected Oral
Sex

Experimental

425

246

357

268

Control

353

193

207

246

# of Occasions
Vaginal Sex

Correlations Between Dependent Variables
All dependent variables were placed in a correlation matrix and several signifi
cant correlations emerged. Six questions on the questionnaire pertain to some aspect
of condom use and all were significantly correlated with one another and were there
fore collapsed into a single category (see Table 3). These questions include: (1) used
condom during vaginal sex with partner in past 3 months; (2) used STD protection
during the last time you had sex; (3) used condoms 100% of the time with partner; (4)
requested that partner use condoms in the past 3 months; (5) abstained from sex
because of the absence of condoms; and (6) engaged in alternative sexual behaviors,
such as kissing or petting, because of the absence of condoms. These questions were
collapsed into a single variable that will be referred to as 'condom use'. Each subject
was scored from 0-6 depending on how many of these questions they endorsed.
Four questions on the questionnaire refer to risk perceptions and were also
highly correlated with one another (see Table 4). These questions include: (1) per
ceived risk of contracting HIV from partner, (2) perceived risk of contracting an STD
from partner, (3) perceived risk of past behavior, and (4) perceived risk if past behav
ior continues in the future. All of these questions were scored on a Likert type scale
that ranged from "I strongly disagree with the statement" to "I strongly agree with the
statement." These questions were collapsed into a single variable referred to as 'per
ceived risk'. Each subject was scored from 0 (no perceived risk) to 4 (high perceived
risk) on each question for a total of 16 points possible on this variable. The remaining
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Table 3
Correlation Matrix of Dependent Variables: Condom Use

CDVS
Condom During Vaginal Sex
(CDVS)
STD Protection During Last Sex
(SPDLS)
Used Condoms 100% ofthe Time
(CIO0¾)
Abstained from Sex When No Condoms
(ABST)
Engaged in Alternative Behaviors When
No Condoms
(ALTER)
Requested Condom Use of Partner
(RCUP)

SPDLS
X

** r

=

** r = .6856
**r
*r

= .3954

=

=

.2588 **r

r = .2374

*r

=

**r =.7796 **r

*r

=

.3651

=

.3651 **r
x

**r

= .4357 *r =
=

.4357 **r = .4863

.3154 **r

=

ALTER

.6856 **r = .3954*r = .2588 r =.2374
X

*r

ABST

CI00¾

.7070 *r

X

= .5280**r =

= .4038

.4863 **r

**r

.7358

**r

RCUP
**r

=

.7796

.3154 **r = .7070

= .5280 *r =
=

.4038

.7358 **r = .4227
X

= .4227 *r = .3399

*r

=

.3399

X

*Significant at the .05level.
**Significant at the .001 level.

N
I.Cl
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Table 4
Correlation Matrix of Dependent Variables: Risk Perceptions
STD
Risk for STD with Current
Partner (STD)

X

HIV

Past

Future

**r = .6359 *r = .3397

*r = .3186

r = .1680

*r = .2884

Risk for HIV with Current
Partner (HIV)

**r = .6359

X

Risk of Past Sexual Behaviors
(Past)

*r = .3397

r = .1680

Risk if Past Sexual Behaviors
Continue (Future)

*r = .3186

X

*r = .2884 **r = .6212

**r = .6212

X

*Significant at the .05 level.
**Significant at the .001
level.
dependent variables were not significantly related to the others and were therefore
analyzed independently.
Dependent Variables
As stated above, dependent variables were analyzed using separate ANCOVAs
with the exception of the variable, HIV testing, which was analyzed using a chi-square
analysis, and perception of safe sex conversations influence on behavior change which
was analyzed using a one-way ANOVA (see Tables 5 & 6).
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Table 5
Dependent Variable Analysis
Baseline
Social Norm

Post

Baseline

Follow-Up

Intervention
Control
F

M=2.63
M=2.76

Intervention
Control
F

M=4.15
M=5.35
M=5.78
M=4.66
*5.05

Intervention
Control
F

M=2.92 M=3.40
M=3.69 M=3.60
0.47

M=2.81
M=2.63
=
M 2.83
M=2.57
0.03

Partner Risk
(% unknown risk) Intervention
Control
F

90.00%
96.70%
84.80%
96.70%
0.48

92.30%
81.80%
94.60%
81.30%
0.35

Accuracy of Risk
Intervention
Perceptions
(% accurate)
Control
F

48.4%
75.0%
3.74

50%
74.1%
3.26

Risk Perception

Condom Use

Behavior Change
Influenced by
Intervention
Safe Sex Talk
Control
F
IIlV Testing
(% tested since
intervention)

Intervention
Control
X

*Significant at the .05 level.

NA
NA

NA
NA

0.8

1.09

2.4

M=2A6
M=2.64

64.5%
59.4%

M=2.72
M=3.20

7.80%
1.70%

M=2.54
M=2.62
=
M 2.30 M=2.38
3.49
M=4.30
M=7.00
*6.16

M=5.26
M=4.91

70%
55.6%

NA
M= 2.76
M= 2.98
NA
0.6234
NA
NA
0.076

5.60%
4.30%
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Table 6
Dependent Variable Analysis: Post and Follow-Up

Social Norm

Risk Perception

Condom Use

Partner Risk (% unknown risk)

Accuracy of Risk Perceptions
(% accurate)

Behavior Change Influenced by
Safe Sex Talk

IIlV Testing (% tested since
intervention)

*Significant at the .05 level.

Post

Follow-Up

Intervention
Control
F

M=2.42
M=2.58

M=2.53
M=2.40

Intervention
Control
F

M=6.27
M=4.48

Intervention
Control
F

M=3.03
M=3.22

Intervention
Control
F

40.00%
57.50%

Intervention
Control
F

47.50%
40.00%

Intervention
Control
F
Intervention
Control
X

0.76

0.16

0.51

1.65

0.03

M=2.89
M=3.48
*4.2888
NA
NA

2.4

M=6.21
M =4.96

M=3.15
M=3.04

64.40%
55.00%

49.20%
45.00%

M= 2.96
M= 3.21
.7173
7.80%
1.70%
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Social Norm
The social norm pertaining to safe sex behavior was evaluated by having par
ticipants rate the extent which they agreed to the statement, "I believe that my peers
insist on participating in safe sex behaviors (e.g., abstain from sex, use condoms when
engaging in any type of sex act, don't have sex under the influence of alcohol or
drugs, etc.) with their partners." This question was scored on a 5-point likert-type
scale that ranged from, "strongly agree" to "strongly disagree." Low scores indicate a
social norm that endorses safe sex behaviors, while high scores indicate a social norm
that does not endorse safe sex behaviors. Analyses revealed that the difference in
social norms between groups from pre-intervention to post-intervention were not
significantly different (see Figure 3). Analyses revealed that the difference in social

Social Norm: Pre- and Post-
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norms between groups from pre-intervention to follow-up were not quite statistically
significant (E (1, 97) = 3.49, Q = .065) (see Figure 4). The intervention group partici
pants seemed to have more doubts about safe sex practices in the sorority from pre
intervention to follow-up, while the control group participants seemed to have less
doubts about safe sex practices in the sorority from pre-intervention to follow-up.
The increased awareness of sexual behavior in the sorority as provoked by the inter
vention may be one reason for this trend in the intervention group. Also, analyses
revealed no significant differences between groups across post-intervention and
follow-up (E (1, 94) = .76, Q > .05).
Social Norm: Pre- and Follow-Up
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Figure 4. Social Norm: Pre- and Follow-Up.
Risk Perception
Risk perception is a dependent variable that was developed from a cluster of
four items pertaining to perceived risk of contracting an STD or

mv.

Each
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participant could receive from 1-16 points depending on how they responded to these
items. Higher scores indicate a higher perceived risk while lower scores indicate a
lower perceived risk. Analyses revealed significant differences between groups from
pre-intervention to post-intervention on this variable (E(l,55) = 5.05, 12 < .05) (see
Figure 5). Analyses also revealed significant differences between groups from pre
intervention to follow-up on this variable (E(l, 47) = 6.16, 12 < .05) (see Figure 6).
The control group significantly decreased in perceived risk across time while the
experimental group significantly increased. The reason for this outcome could be that
the increased awareness of HIV-risk behaviors resulted in an increased concern about
individuals' perceived risk. No significant differences were revealed by the analysis
between groups across post-intervention and follow-up (E (1, 55) = .16, 12 > .05).
This may mean that the elevations from pre- to post- and pre- to follow-up were com
parable with no further increases from post- to follow-up.
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Risk Perceptions: Pre- and Follow-Up
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Figure 6. Risk Perceptions: Pre- and Follow-Up.
Condom Use
Condom use is a dependent variable that subsumes a number of behaviors that
involve the use of condoms. Participants received a score from 0-6 points depending
on their reports of behaviors related to condom use. A score of 6 would indicate sex
ual behavior that is on the safer end of the continuum while a score of O would indi
cate sexual behavior that is high risk. No significant differences were found on this
variable between groups across pre-intervention and follow-up, pre-intervention and
post-intervention, or post-intervention and follow-up. As displayed by Figures 7 and
8, neither group increased or decreased condom use behaviors by even as little as an
average of one behavior. This indicates that no evidence exists to show that this inter
vention had an effect on condom use behaviors.
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Figure 7. Condom Use: Pre- and Post-.
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Accuracy of Risk Perceptions
Accuracy of risk perceptions were determined by comparing a participant's
reported "perceived risk" with her "actual risk." "Actual risk" was figured by analyz
ing the participant's reports of her partner's risk and condom use. If a participant had
a partner who was ranked 'unknown risk' and did not use condoms 100% of the time
they were rated as 'at risk'. An 'at risk' participant would need to acknowledge this
level of risk by endorsing the appropriate response on the perceived risk item in order
to be considered as having an accurate risk perception. If a participant had a partner
who was ranked as 'known safe' they were rated as 'not at risk'. This participant
would need to acknowledge this level of risk by endorsing the appropriate response on
the perceived risk item in order to be considered as having an accurate risk perception.
Inaccurate risk perceptions would be determined in this fashion as well. No significant
differences were found on this variable between groups across pre-intervention and
post-intervention, pre-intervention and follow-up, or post-intervention and follow-up.
This indicates that no evidence exists to show that the participants in the intervention
group were any more or less successful at judging their risk for HIV than those of the
control group across all times.
Partner Rank
This dependent variable examined the extent to which a participant's partner is
a high-risk partner. Each partner was given a rank of 'known safe', 'unknown risk',
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or 'known risk' depending on whether they had been HIV tested, had a negative
result, and had not had other partners or injected intravenous drugs since the most
recent HIV test. If a partner had been tested, got a negative result, and had not had
partners or injected intravenous drugs since the most recent HIV test they were
ranked as 'known safe'. If a partner had not been HIV tested they were ranked as
'unknown risk' since a partner cannot possibly know if another partner is a risk if they
have not been tested. If a partner had been HIV tested and received a positive result
they were ranked as 'known risk'. No partners in this sample received this ranking,
however.

No significant differences were found between groups from pre

intervention to post-intervention, pre-intervention to follow-up, or post-intervention
and follow-up. This means that the numbers of reported 'known safe' and 'unknown
risk' partners in each group across time were not significantly different.
Behavior Change Influenced by Safe Sex Conversations
Participants were asked to rate the extent to which they felt the safe sex con
versations in which they engaged influenced their perceived sex behavior change. This
question appeared only on the follow-up assessment and therefore a one-way
ANOVA was appropriate for the analysis of the data. Participants were asked to rate
the extent the safe sex conversations influenced their behavior on a 1-5 likert-type
scale that ranged from "greatly influenced changes in my sexual behavior" to "I did
not experience this and so it did not influence my sexual behavior." No significant dif
ferences were found between the experimental and control groups at pre-intervention
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or at follow-up. Analyses of post-intervention differences revealed significantly more
participants in the intervention group reporting that safe sex conversations influenced
their sex behavior changes CE (1, 94) = 4.28, J2 < .05).
HIV Testing
Participants were asked if they had been HIV tested since the intervention on
the follow-up assessment and this data was analyzed with a chi-square test. Because
very few participants from either group had been tested no significant differences were
found on this variable between groups. This indicates that the number of participants
getting tested for HIV subsequent to the intervention was not significantly different.
Relationships Between Independent Variable and Dependent Variables
Correlational analyses were performed to determine any existing relationships
between safe sex behaviors and participating in safe sex conversations. A correlation
analysis between safe sex discussions and condom use behaviors indicated a positive
relationship between these two behaviors. This means that those participants who
reported engaging in safe sex conversations were more likely tb report engaging in
condom use behaviors (see Table 7).
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Table 7
Correlations Between Safe Sex Discussions and Condom Use
Baseline Condom Use

Follow-Up Condom Use

Experimental Group
Safe Sex Conversations
at Baseline

r = .1799

r = .1634

Safe Sex Conversations
at Follow-Up

r = .3212

*r = .3769

r = -.1407

r = -.1670

r = -.1084

r = .0763

Control Group
Safe Sex Conversations
at Baseline
Safe Sex Conversations
at Follow-Up
*Significant at the .05 level.

CHAPTER V
DISCUSSION
An Overview
This study examines the effectiveness of an HIV prevention intervention on
se?illal behavior in female college students. The intervention, based on social diffusion
theory, has been shown to be effective in reducing high-risk sexual behavior and
increasing safe sex behaviors in homosexual males (Kelly, 1991). The intervention in
volved training popular opinion leaders to initiate safe sex conversations in order to
convey safe sex messages throughout their community.

The type of sexual behavior

examined included: (a) condom use, (b) risk perceptions, (c) HIV testing, (d) social
norm, (e) partner risk, and (f) accuracy of risk perceptions.
Significant differences were found between groups across time in risk percep
tion. Perceived risk increased across time for the experimental group and decreased
for the control group. Also, significant differences were found between groups at
post-intervention concerning the extent to which participants felt that safe sex conver
sations influenced their behavior changes. Participants in the intervention group felt
the conversations had more of an effect on their sex behavior changes. Unfortunately,
these increased risk perceptions and beliefs about influences on behavior changes were
not predictive of changes in risky behavior. The analysis revealed that few sexual
42
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behaviors changed as a result of the intervention. Condom use did not significantly
increase or decrease across repeated assessments between the control or experimental
group.
No differences were found in the amount of HIV testing that occurred in either
group across time. Also, no evidence for differences between groups was found in the
social norm pertaining to sexual behavior or partner's level of HIV-risk. And, no evi
ence of change between groups across time was found in the accuracy of perceived
risk as compared to actual risk. The correlational analyses revealed a positive rela
tionship between the number of safe sex conversations in which a participant engaged
and the number of condom use behaviors performed. These results indicate that this
intervention had minor effects on the sexual behavior of participants.
Because the social diffusion intervention has been successful in creating behav
ior change in a homosexual male population (Kelly, 1991) many questions can be
posed pertaining to the reasons why similar effects have not been replicated in a
female college population. This section will be composed of three parts: (1) plausible
explanations for the discrepancy in results across these two populations, (2) limita
tions to the present study, and (3) possibilities for future research in this area.
Explanation of Results
Many possible explanations exist as to why the social diffusion intervention has
not been shown to be as effective in a college female population as it was in a homo
sexual male population. One possible explanation is that high-risk sexual activity
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reported in the college female populations is much lower than that reported in a
homosexual male population. Kelly (1992) found that 31% of his homosexual male
participants had engaged in an average of eight instances of unprotected anal inter
course in a two month period. Furthermore, most of this sexual activity occurred
outside the confines of a monogamous relationship.

Also, approximately 40%

reported sexual activity with more than one male partner in a two month period.
Finally, 9% reported that they were HIV positive and 68% reported having received
an HIV test.

This is somewhat different from the level of sexual risk behavior

reported in the present sample. About 21. 8% reported an average of 9 instances of
unprotected vaginal sex in a three month period. This does not seem dramatically
different from Kelly's sample, however, over 90% reported to be in monogamous
relationships. The biggest difference in HIV risk behavior between the two groups is
that multiple partners is much more common in the homosexual male population. This
difference is notable because having sex with many individuals, especially male homo
sexual individuals, can be considered more risky than having sex many times with the
same individual. The conclusion could be drawn that a population of homosexual
males has more room for improvement in their HIV risk behavior than heterosexual
females, and therefore would be more likely to have greater reductions in risk
behavior as a result of a prevention intervention.
As stated above, the majority of the participants in the present study reporting
to be sexually active reported that this sexual activity was occurring within a mono
gamous relationship.

Of these participants in monogamous relationships, 53.5%
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reported that the relationship began more than three months prior to completing the
questionnaire. Some researchers have suggested that women in new relationships are
more concerned about safe sex practices and more likely to participate in safe sex
practices than women who have been in relationships for several months or longer
(Kauth, 1993). Apparently, safe sex practices are more prevalent in the beginning of a
relationship and eventually deteriorate as the relationship grows more serious and a
certain level of trust between the couple is developed. Individuals starting safer sex
behaviors in an ongoing relationship that have not previously been performing safe sex
behaviors may experience a reduction in sexual reinforcement. Individuals who are in
a newly developed relationship who initiate safe sex behaviors at the outset do not
experience this reduction in reinforcement. This may present a barrier to HIV preven
tion interventions that do not directly address this issue. Kauth (1993) indicates that
long-term monogamous relationship status is often used by individuals as a protection
from alarming messages about the risk of HIV infection. This means that people who
are in long-term relationships may perceive themselves as at less of a risk, and there
fore without the need for behavior change. If individuals do not perceive themselves
at risk, then the likelihood of behavior change occurring is much reduced. This phe
nomenon was not an issue in the original study by Kelly (1991) because of the small
number of participants reporting to be in monogamous relationships. With a focus
entirely on manipulating social norms, the social diffusion intervention does not
address this issue directly. Interventions that aim at assertiveness and communication
skills for individuals in relationships might more effectively address this specific issue.
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Another characteristic of the original sample of homosexual men is that the
sample included individuals from both halves of the relationship dyad. The relation
ship dyad for a male homosexual relationship includes two males. Both members of
this dyad were a part of the community in which the social norm was manipulated.
The relationship dyad for a female heterosexual relationship includes a male and a
female. In the present study, the social norm was manipulated in a strictly female
community. Participant's partners were not necessarily affected by the independent
variable. This may have weakened the effectiveness of the intervention because the
behavior and attitudes of half of each dyad· was left to remain constant. The partici
pants may have been motivated to change but faced barriers as to how to instill that
change within the confines of their relationships. Approximately 60% of all partici
pants reported that they have intentions to change their sexual behavior to make it
more safe. Their partners may have viewed their suggestions for change as strange
and needless, because their community was not affected by the intervention. The
results showed that participants did increase their risk perceptions but did not change
their behavior as a result. This might indicate that other barriers to change, such as
this one, exist and were not alleviated by the intervention.
Limitations
The interpretation of the results of this study is limited for several reasons.
Because of the interest in tracking individuals across time, only those participants who
attended at least two questionnaire administrations, including the baseline

administration, had their data included in the analysis. This resulted in a smaller sam
ple size than anticipated. Also, events that are specific to the time of the school year
may have affected opportunities for sexual behavior that occurred during baseline,
post-intervention, and follow-up assessments.

For example, during the period

assessed by the follow-up assessment participants had their annual spring break. This
event may have increased the opportunities for sexual behavior thereby inflating the
amount of sexual activity during the follow-up intervention time period. Also, during
the period assessed by the baseline assessment participants had their Christmas break
in which many college students leave town to visit family. This might have had an
effect on the number of opportunities for sexual behavior at baseline. Other external
events that cannot be identified may have also altered the number of opportunities for
sexual behavior. Another limitation is that the sample was exclusively composed of
White sorority females. This sample of college females may not accurately represent
females of the same age group who are or are not attending college. Additionally, in
order to insure confidentiality, the data from the opinion leaders was not analyzed
separately from the sample. Because they participated in trainings focused on HIV
prevention they were exposed to more than just safe sex conversations. Their data
may have influenced the results in such a way that could not be attributed to the inter
vention alone.

Also, opinion leaders' actual conversations were not observed by

researchers, and therefore their actual skill in conveying safe sex messages 1s
unknown. Furthermore, opinion leaders were not formally rated on their ability to
conduct safe sex conversations.

Only casual observations of role-played
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conversations between opinion leaders were performed.
Future Research
This study has illuminated the need for additional research that involves a
'package' approach. These 'packages' may need to be tailored to the specific com
munity of focus. For example, with females, changing social norms in a community
appears to be one component of an intervention that should include many others such
as assertiveness training, communication skills training, and HIV education. Also, a
manipulation of the reinforcement contingencies for performing safe sex within the
confines of a monogamous relationship may be a critical component for heterosexual
females. For other communities additional components may need to be identified by
examining past research. Future research might also attempt to change social norms
within a community that includes individuals of both genders or even couples. Other
techniques may need to be developed in order to successfully manipulate social norms
for heterosexual males, however. Larger sample sizes may also need to be utilized,
possibly entire college campuses or larger student organizations. A focus on minority
communities and adolescents should also be investigated.

Appendix A
HIV-Risk Assessment Questionnaire
for Women
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HIV-Risk Assessment Questionnaire
for Women
Confidential! Do not write your name anywhere on this document!!
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Subject#___
Date----1. Have you filled out a questionnaire for this study before? (Circle one)

YES

NO

2. How many times?___(number of times) If NOT, go to next question.

3. Do you live in the sorority house?

YES

NO

3b. Of all the members in your sorority, name 5 people (first and last names) who you think
are the most popular, trusted, and most likely to be trend-setters for the rest of the sorority?
1)_ _________2)________3)_______
4)________5)_______
4. How old are you?_____(age in years).
5. What is the first initial of your mother's maiden name?
6. What is your mother's birth date (day and month)? __
Questions 5 and 6 are for the sole purpose of coding the questionnaire so that each
subject's responses are confidential.

7. Which race do you most closely identify with? (Check one)
BLACK/AFRICAN AMERICAN
WIDTE
ASIAN/PACIFIC ISLANDER
NATIVE AMERICAN/AMERICAN INDIAN
HISPANIC/LATINO
MULTIRACIAL
__ OTHER (Specify)______
8. What sexual orientation do you most closely identify with? (Check one)
__HETEROSEXUAL (attracted to members of the opposite sex)
HOMOSEXUAL (attracted to members of the same sex)
_
BISEXUAL
(attracted to members of both sexes)
_
9. Have you ever injected any drug besides a prescription drug? YES
10. Have you ever thought you may have a drug or drinking problem? YES
11. Have you ever received professional help for your drug or alcohol use? YES

NO
NO
NO

12. Have you ever engaged in a sexual activity when you did not want to and your partner
was aware that you did not want to? YES
NO
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13. Have you ever been physically abused? YES

NO

14. Have you ever personally known anyone who has tested positive for HIV the virus that
causes AIDS, or who has been diagnosed as having AIDS? (Circle one) YES
NO
15. Have you ever been tested for HIV, the virus that causes AIDS? YES

NO

If NO, go to number 17.
16. If YES, what was the result of your most recent HIV test (Remember, your answers are
confidential and cannot be in any way associated with your name)?
_HIV Negative (I don't have the virus)
_HIV Positive (I do have the virus)
_I didn't collect the result after I was tested, I don't know.
17. Have you attended any AIDS education trainings in the past 3 months?

YES

NO

18. During the past 3 months have you used any method or device for birth control-that is,
to prevent pregn·ancy? YES
NO
19. What method did you use most often (1 = most often, 2 = second most often)?
DIAPHRAGM
CONDOM
BIRTH CONTROL PILLS
IUD
DOUCHING
_WITHDRAWAL (PULLING OUT)
STERILIZATION
RHYTHM METHOD
FEMALE CONDOM
_ CONTRACEPTIVE FOAMS, JELLIES, CREAMS, OR SPERMICIDES
NORPLANT
DEPO PROVERA
__ OTHER METHOD (Specify______,
20. Did you or your partner use anything to prevent pregnancy the last time you had sex?
NO
YES
21. If YES what did you use (refer to list above)? _______ If NO, go to next
question.
22. Have you ever had a sexually transmitted disease? YES

NO
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23. Have you ever been told by a doctor or other health professional that you had any of the
following diseases? (Please circle yes or no for each)
yes
no ..........CHLAMYDIA
yes
no ......... SYPHILLIS
yes no .......TRICHOMONAS
yes
no ......... GONORRHEA
yes no ....... HERPES
(CHANCHROID)
yes
no ......... GENITAL WARTS
yes
no........OTHER (Specify:__�
no ......... .NONGONOCOCCAL URETHRITIS
yes
24. During the past 3 months, have you or a sex partner used any method or device to protect
If NO go to #28.
against the spread of sexually transmitted diseases? YES NO
25. If YES, which method did you use most often (1 = most often, 2= second most often)?
DIAPHRAGM
CONDOM
BIRTH CONTROL PILLS
IUD
DOUCHING
WITHDRAWAL (PULLING OUT)
STERILIZATION
FEMALE CONDOM
_CONTRACEPTNE FOAMS, JELLIES, CREAMS, OR SPERMICIDES
NORPLANT
DEPO PROVERA
__OTHER Specify:_______
26. Did you use anything to protect against the spread of sexually transmitted diseases the last
NO
time you had sex? YES
27. What did you use (refer to list above)?
First: ___________Second: ____________
28. How many times have you had sex (vaginal, oral, anal) in your life?----(indicate number of times, if necessary estimate the number)
29. Did you have vaginal, oral, or anal sex with anyone during the past 3 months?
NO
YES
30. How many people have you had sex (vaginal, oral, or anal) with in the last 3
months?___ (indicate the number of people)
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31. Of the people you've had sex with in the last 3 months, make a list of them starting with
the person you had sex with most frequently, then second most frequently, and then third
most frequently (any additional partners will be asked about later). Please just give a first
name or initial. If you haven't had any partners in the last 3 months please skip to number
126.
Partner 1--------Partner 2--------Partner

--------

32. Is Partner 1 a regular partner-that is, someone with whom you have had an ongoing
relationship and.who you have sex with often-like a spouse, lover, or boy(girl)friend? Or is
(s)he a casual partner-that is, someone with whom you have sex occasionally? Or is (s)he
someone with whom you had sex one time and don't plan to have sex again? (Check one).
--ONE TIME
--REGULAR
--CASUAL
33. If Partner 1 is a REGULAR partner, is your relationship mutually monogamous-that is,
you have agreed to have sex only with each other and not anyone else? YES
NO
34. When did you first have sex with Partner 1? (Check one).
WITHIN PAST 3 MONTHS
MORE THAN 3 MONTHS AGO
If Partner 1 is female, skip to question 43.
35. Thinking back over the past 3 months, did you have vaginal sex with Partner 1?
YES NO
If NO, skip to question 39.
36. IfYES, how many times? --- (number of times)
37. Of those times, did he ever use a condom? YES

NO

38. How many times? ___ (number of times)
39. During the past 3 months, did you have anal sex with Partner 1? YES
If NO, skip to question 43.
40. IfYES, how many times? ___ (number oftimes)
41. Of those times, did he ever use a condom? YES
42. How many times? ___ (number of times)

NO

NO
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43. During the past 3 months, have you had oral sex (when you put your mouth on your
partner's penis or vagina) with Partner 1? YES
NO
IfNO, skip to question 47.

44. How many times? ___ (number of times)
45. Of those times you had oral sex with Partner 1 did you ever use protection (condoms or
latex dental dams)? YES NO
46. How many times? ____(number of times)
47. Have you ever had sex (vaginal, anal, or oral) with Partner 1 when you or Partner 1 was
high on drugs or alcohol? YES NO
48. Have you ever been in a situation where you could have had sex with Partner 1 but you
decided not to because you or Partner 1 was high on drugs or alcohol? YES NO
49. Has partner 1 been tested for HIV, the virus that causes AIDS?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not been tested
50. If partner 1 has been tested, what were the results? If not, skip to question 53.
__I'm sure he tested negative for HIV, the vims that causes AIDS
__I think he tested negative for HIV, the vims that causes AIDS
I don't know the test results or he/she didn't tell me
__I'm sure he tested positive for HIV, the vims that causes AIDS
__I think he tested positive for HIV, the virus that causes AIDS
51. How many times has partner 1 been tested for HIV to your knowledge?___
52. Has partner 1 had any sexual partners besides you or injected (non-prescription) IV
drugs since his/her most recent HIV test?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not,
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53. Has partner 1 had sex with someone other than you over the past 3 months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure he/she has not
54. Has partner 1 injected drugs into his/her body during the past 3 months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not
55. Having unprotected sex with partner 1 places me at risk of contracting an STD.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
__I strongly disagree
56. I am at no risk of contracting HIV from having unprotected sex with partner 1.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
__I strongly disagree
If you do not have a Partner 2 please skip to number 120.

57. Is Partner 2 a regular partner-that is, someone with whom you have had an ongoing
relationship and who you have sex with often-like a spouse, lover, or boy(girl)friend? Or is
he a casual partner-that is, someone with whom you have sex occasionally? Or is he
someone with whom you had sex one time and don't plan to have sex again? (Check one).
REGULAR
CASUAL
ONE TIME
58. If Partner 2 is a REGULAR partner, is your relationship mutually monogamous-that is,
you have agreed to have sex only with each other and not anyone else? YES NO
59. When did you first have sex with Partner 2?
WITHIN PAST 3 MONTHS
MORE THAN 3 MONTHS AGO
If Partner 2 is female skip to question 68.
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60. Thinking back over the past 3 months, did you have vaginal sex with Partner 2?
YES NO

If NO, skip to question 64.
61. IfYES, how many times? ___ (number of times)
62. Of those times, did he ever use a condom? YES

NO

63. IfYES, how many times? ___ (number of times)
64. During the past 3 months, did you have anal sex with Partner 2? YES

NO

If NO, skip to question 68.
65. IfYES, how many times? ___ (number of times)
66. Of those times, did he ever use a condom? YES

NO

67. How many times? ___ (number of times)
68. Have you ever had oral sex (when you put your mouth on your partner's penis or vagina)
If NO, skip to question 72.
with Partner 2? YES
NO
69. How many times? ___(number of times)
70. Of those times you had oral sex with Partner 2 did you ever use protection (condoms or
latex dental dams)? YES
N0
71. How many times? ___(number of times)
72. Have you ever had sex (vaginal, oral, or anal) with Partner 2 when you or Partner 2 was
high on drugs or alcohol? YES NO
73. Have you ever been in a situation where you could have had sex with Partner 2 but you
decided not to because you or Partner 2 was high on drugs or alcohol? YES NO
74. Has partner 2 been tested for HIV, the virus that causes AIDS?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not been tested
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75. If partner 2 has been tested, what were the results? If not, skip to question 78.

__I'm sure he tested negative for HIV, the virus that causes AIDS
__I think he tested negative for HIV, the virus that causes AIDS
I don't know the test results or he/she didn't tell me
__I'm sure he tested positive for HIV, the virus that causes AIDS
__I think he tested positive for HIV, the virus that causes AIDS

76. If so, how many times has partner 2 been tested for HIV to your knowledge?
____(number of times)
77. Has partner 2 had any sexual partners besides you or injected IV drugs since his/her
most recent HIV test?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure he/she has not
78. Has partner 2 had sex with someone other than you over the past 3 months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
NO I'm sure he/she has not
79. Has partner 2 injected non-prescription drugs into his/her body during the past 3 months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not
80. Having unprotected sex with partner 2 places me at risk of contracting an STD.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
__I strongly disagree
81. I am at no risk of contracting HIV from having unprotected sex with partner 2.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
I strongly disagree
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If you do not have a Partner 3 please skip to number 120.
82. Is Partner 3 a regular partner-that is, someone with whom you have had an ongoing
relationship and who you have sex with often-like a spouse, lover, or boy(girl)friend? Or is
(s)he a casual partner-that is, someone with whom you have sex occasionally? Or is he
someone with whom you had sex one time and don't plan to have sex with again? (Check
one).
REGULAR
CASUAL
ONE TIME
83. Ifpartner 3 is a REGULAR partner, is your relationship mutually monogamous-that is,
you have agreed to have sex only with each other and not anybody else?
YES NO
84. When did you first have sex with Partner 3?
WITHIN PAST 3 MONTHS
MORE THAN 3 MONTHS AGO
If Partner 3 is female skip to question 93.
85. Thinking back over the past 3 months, did you have vaginal sex with Partner 3?
YES NO
If NO, skip to question 89.
86. IfYES, how many times? ___ (number oftimes)
87. Ofthose times, did he ever use a condom? YES

NO

88. How many times? ___ (number oftimes)
89. During the past 3 months, did you have anal sex with Partner 3? YES

NO

If NO, skip to question 93.
90. IfYES, how many times?___(number oftimes)
91. Ofthose times, did he ever use a condom? YES

NO

92. How many times?___(number oftimes)
93. Have you ever had oral sex (when you put your mouth on your partner's penis or vagina)
with Partner 3? YES NO
If NO, skip to question 97.

94. How many times? ___(number of times)
95. Of those times that you had oral sex with Partner 3 did you use protection (condoms or
latex dental dams)? YES NO
96. How many times?___(number of times)
97. Have you ever had sex (vaginal, anal, or oral) when you or Partner 3 was high on drugs
or alcohol? YES NO
98. Have you ever been in a situation where you could have had sex with Partner 3 but you
decided not to because you or Partner 3 was high on drugs or alcohol? YES NO
99. Has partner 3 been tested for HIV, the virus that causes AIDS?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not been tested
100. If partner 3 has been tested, what were the results? If not, skip to question 103.
__I'm sure he tested negative for HIV, the virus that causes AIDS
__I think he tested negative for HIV, the virus that causes AIDS
I don't know the test results or he/she didn't tell me
__I'm sure he tested positive for HIV, the virus that causes AIDS
__I think he tested positive for HIV, the virus that causes AIDS
101. If so, how many times has partner 3 been tested for HIV to your knowledge?
102. Has partner 3 had any sexual partners besides you or injected IV drugs since his/her
most recent HIV test?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not
103. Has partner 3 had sex with someone other than you over the past 3 months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure he/she has not
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104. Has partner 3 injected non-prescription drugs into his/her body during the past 3
months?
__YES, I'm sure she/he has
__YES, I think so but I'm not sure
I don't know
__NO, I don't think he has
__NO, I'm sure she/he has not
105. Having unprotected sex with partner 3 places me at risk of contracting an STD.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
__I strongly disagree
106. I am at no risk of contracting I-IlV from having unprotected sex with partner 3.
__I strongly agree
__I somewhat agree
I'm not sure
__I somewhat disagree
I strongly disagree
If you have not had more than 3 partners in the last six months skip to number 120.
107. Besides the 3 partners discussed, how many more partners have you had in the last 3
months? ___(number of partners)
108. Since only 3 of your partners have been discussed, let's now turn to the other people you
had sex with in the past 3 months. First, did you have vaginal sex with any of these partners?
NO
YES
If NO, skip to question 112.
109. All together, how many times? --- (number of times)
110. Of those times, did your partner ever use a condom? YES

NO

111. How many times? ___ (number of times)
112. Did you have anal sex with any of these partners? YES

NO

If NO, skip to question 116.
113. All together, how many times? --- (number of times)
114. Of those times, did your partner ever use a condom? YES

NO
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115. How many times? ___ (number of times)
116. Did you have oral sex with any of these partners? YES

NO

IfNOT, skip to number 120.
117. All together, how many times? ___ (number of times)
118. Of those times, did you ever use protection (condoms or latex dental dams)?
NO
YES
119. How many times? ___(number of times)
This section refers to all of the partners that you had sex with during the last 3 months,
including those previously discussed.
120. In the past 3 months, did you ever ask a partner to use a condom? YES

NO

IfNO skip to question 123.
121. IfYES, how many times did you ask a partner to use a condom? ___ (number of
times)
122. How many times was your request to use a condom refused by your partner? ___
(number of times)
123. In the past 3 months, has your partner ever asked you if the two of you could use a
condom? YES NO

IfNO, skip to question 126.
124. IfYES, how many times? ___(number of times)
125. How many times did you refuse your partner's request to use a condom?___
(number of times)
126. In the past 3 months, did you ever decide not to have sexual intercourse (vaginal, oral,
anal) because you didn't have a condom with you, or because you or your partner did not
NO
YES
want to use one?
127. IfYES, on how many occasions? ___ (number of times)
128. In the past 3 months, did you ever decide to engage in other sexual activity instead of
intercourse (e.g. mutual masturbation, kissing) because you or your partner did not have a
condom? YES
IfNO, go to #130.
NO
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129. IfYES, how many times? ___(number oftimes)
130. Have you ever had the opportunity to have sex with a person with a positive HIV
status-that is, you have been in a situation where you knew the person was HIV positive and
you both wanted to have sex?
YES
NO
If NO, skip to question 132.

131. IfYES, how many times? ___(number oftimes)
132. Did you ever refuse sex with a partner because they had a positive HIV status? YES
NO
133. IfYES, how many times? ___ (number oftimes) If NO, go to next question.
134. Have you ever had the opportunity to have sex with someone when you were unsure of
his/her HIV status-that is, you have been in a situation where you could not be certain of
whether the person was HIV positive or negative and you both wanted to have sex? YES
NO
If NO, skip to question 138.

135. IfYES, how many times? ---(number oftimes)
136. Have you ever refused to have sex with a partner because you were unsure ofhis/her
HIV status? YES NO
If NO, skip to question 138.

137. IfYES, how many times? ___ (number oftimes)
138. Based on my sexual behavior to date, I have probably been exposed to the HIV virus.
__Strongly agree
__Somewhat agree
Not sure
__Somewhat disagree
__Strongly disagree

139. Ifin the future I continue to engage in the types ofsexual behavior that I have done up
until now, I will probably become infected with the HIV virus. (Check one)
__Strongly agree
__Somewhat agree
__Not sure
__Somewhat disagree
__Strongly disagree
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140. In the past 3 months, have you been approached by a member of your sorority who
wanted to discuss safe sex practices? YES
NO
141. How many times?_______(number of times) IfNO, go to next question.
142. In the past 3 months, have you initiated a conversation with a member of your sorority
about safe sex practices? YES
NO
143. How many times? _______ (number of times) IfNO, go to next question.
144. I believe that my peers insist on participating in safe sex behaviors (e.g. abstain from
sex, use condoms when engaging in any type of sex act, don't have sex under the influence of
alcohol or drugs, etc.) with their partners. (Check one)
__ Strongly agree
__ Somewhat agree
Not sure
__ Somewhat disagree
__ Strongly disagree
145. How much control do you feel you have over getting infected with the HIV virus?
__I'm in total control of whether I get infected.
__I'm somewhat in control of whether I get infected.
__I'm not sure if I can control whether I get infected.
__I have little control over whether I get infected.
__I have no control over whether I get infected.
146. How comfortable do you feel when discussing safe sex practices with your friends and
acquaintances? (Check one)
__ Very comfortable
Somewhat comfortable
Not at all comfortable
__ Extremely uncomfortable
147. How comfortable do you feel when discussing safe sex practices with your sex partner?
__ Very comfortable
Somewhat comfortable
Not at all comfortable
__ Extremely uncomfortable
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Consent Form for Participants
Western Michigan University-Department of Psychology
Principal Investigator: R. Wayne Fuqua, Ph.D.
Research Associates: Sherry Pagoto, B.A.
Scott Maieritsch, B.A.
If you have already completed a questionnaire for this study you do not need to
sign a consent form again.

I have been invited to participate in a research project entitled "Social Diffusion of
Safe Sex Behaviors in College Women". I understand that this research is intended to
study changes in sexual behavior in women over time. I further understand that this
project is Sherry Pagoto' s thesis project.
My consent to participate in this project indicates that I will be asked to fill out a
questionnaire about my sexual behavior, knowledge and attitudes. I understand that
this questionnaire will take approximately 15 minutes to complete. Over the course of
this study I may be asked to complete up to 3 questionnaires. AJso, during the course
of this project I may be approached by members of my sorority on issues pertaining to
safer sexual behavior.
As in all research, there may be unforeseen risks to the participant. If an accidental
injury occurs, appropriate emergency measures will be taken; however, no
compensation or treatment will be made available to me except as otherwise specified
in this consent form. I understand that a potential risk of my participation is that I
may experience some discomfort in being asked questions regarding my sexual
behavior, knowledge and attitudes. I also understand that ifl experience discomfort in
answering the questionnaire in any way, I can withdraw from the study at any time
without penalty or prejudice. I understand that should I experience discomfort for
which I need professional help, Sherry Pagoto, Scott Maieritsch, or Wayne Fuqua,
whose numbers are listed below, can make an appropriate referral. I understand that if
my sorority is selected to participate that I will benefit by having the opportunity to
win either money for myself or service points for my sorority, depending on which
group of the study we are randomly assigned to. I also understand that there is a
chance my sorority may not get selected to participate for this study, and if this occurs
I will not be asked to do anything further.
I understand that all the information collected from me is completely confidential.
This means that no way exists that can trace my name to my completed questionnaire.
I understand that I will be asked to provide my mother's initials and birth date to allow
for comparison of my questionnaire with any others that I may have filled out during
this study. This information will be used in no other way but to compare any and all
questionnaires I may have filled out.
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Ifl have any questions or concerns about this study, I may contact either Dr. R.
Wayne Fuqua at 616-387-8309, Sherry Pagoto or Scott Maieritsch at 616-387-8308.
I may also contact the Chair of Human Subjects Institutional Review Board at 616387-8293 or the Vice President for Research at 616-387-8298 with any concerns I
may have. By signing below I am giving my consent to participate in this study.
Signature

Date

Appendix C
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This training has been adapted from Kelly (1992).

Opinion Leader Trainings
Session 1- Teaching Opinion Leaders About HIV and Risk Reduction Issues
Session 2- Effectively Communicating Risk Reduction Messages
Session 3- Practice in Disseminating Risk Reduction Messages
Session 4- Continuing Diffusion Conversations and Inspiring Maintenance
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Opinion Leader Training Session 1
HIV/AIDS Overview
•
•

•

•

•
•
•

•

IIlV/AIDS was identified as early as 1978; possible cases date much further back.
The virus causing the disease was discovered in 1985.
Early in the history of AIDS, infected individuals.were divided by risk groups. For
a short period of time, AIDS was known as GRID-gay related immunity
disorder-until it was obvious that not only gay men were affected by this disease.
This lead to an emphasis on an individual's risk behavior rather than membership
in a group defined by sexual orientation or ethnicity.
Statistics (1979-14 cases of AIDS in the U.S.; 1982-231 cases in the U.S.; the
current number ofdiagnosed AIDS cases is 476,899. 6,800 people have been
diagnosed with AIDS in our state and approximately 245,761 are reported to be
infected with IIlV. Because of the low rate oflllV testing that occurs many more
people are believed to be infected with IIlV but are not aware of it. In Grand
Rapids, 466 people have been diagnosed with AIDS. In Detroit 4,018 people
have been diagnosed with AIDS, and in Chicago 13,558 people have been
diagnosed with AIDS.
Most women do not discover they are IIlV positive until between the ages of 2540. Often they don't develop AIDS until this time, which means they probably
contract the disease between the ages of 17-25. One study of a large American
university showed that approximately 5% of those surveyed reported being IIlV
positive (5 out of every 100). Again, this is an underestimate of the actual number
because only about 30% have actually been tested for IIlV. This study also found
that 20% of male students (1 in 5) surveyed reported that they would tell their
partner they had a negative IIlV status (when they honestly did not know) in order
to get their partner to have sex.(!)
AIDS is the number one cause of death of people between the ages of 18-30.
The chance of getting infected with IIlV after one exposure through unprotected
intercourse is .1-1.0% (anywhere from 1 in 1000 to 1 in 100). However, 7080% of infections have occurred this way.
Certain sexual practices are very likely to transmit IIlV if one partner is infected.
Others are unlikely to permit viral infection. The only way to stop or slow the
spread of IIlV infection and AIDS is for women who are sexually active to change
sexual practices from those that are high in risk to those that are lower in risk.
Even though IIlV infection is now common, the best stance is not to become
"paranoid" or panicky. AIDS doesn't require denying sexuality, but it does
require that everyone make and maintain changes in type of sexual practices.

HIV Infection and Its Relationship to AIDS

•

Vectors ofthe transmission ofHIV have been known for some time:
1. blood (or contaminated products)
2. semen
3. vaginal fluid
4. breast milk
Ifthe blood, semen, or vaginal fluid from an infected individual enters the
bloodstream ofanother person, HIV infection can result. Therefore, any behavior that
allows this to occur is considered risky. Unprotected sexual intercourse and needle
sharing without proper cleaning ofequipment are the main modes oftransmission.
• When infected by HIV, the body begins to manufacture antibodies to fight the
disease. There is a period oftime during which the virus exists in few numbers
and may not be identified by an HIV Antibody Test. (The HIV Antibody Test
does not look for the presence ofHIV in the body directly, but detects the immune
system's response to HIV antibodies.) The period during which insufficient virus
are present to show up on the test, is called "the window period". It can last from
4-12 weeks after infection with the virus. This means that ifyou are infected
today that it will not show up on a HIV test for another 1-3 months. This also
means that ifyour partner gets tested today, because he had a partner recently, it
may not pick up the fact that he is infected.
• How HIV affects the immune system:
1. HIV is a virus which is able to invade the T-cell which regulates the
immune system in our bodies.
2. HIV duplicates itselfthrough the T-cell's DNA structure and begins
multiplying within the cell. As greater numbers ofHIV infect the body, the individual
goes through the stages ofthe disease.
• Stages ofHIV infection are HIV+ asymptomatic, HIV+ symptomatic, and AIDS
defining illnesses. Phases ofHIV occur on a continuum, going from healthy to
very ill. As an individual goes through the phases, he or she generally becomes
sicker because the virus is multiplying and affecting various organs in the body.
AIDS Risk Behavior and Rationales

•

•

Accuracy ofknowledge. Because the accumulation ofknowledge about
HIV/AIDS has been ongoing and changeable, some confusion is felt by individuals
attempting to keep up with the flow ofknowledge. However, we have a learned a
great deal, especially how the virus is and is not transmitted. When no firm
answer is known, we will be cautious in our presentation.
There will be individual difference in comfort levels when discussing sexual topics;
these differences will also be apparent in choice oflanguage. Use the language
you are comfortable with to convey information.
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•

•

It is clear that HIV is carried in specific body fluids (in blood, blood products,
semen, vaginal secretions); it is not airborne or present on skin surfaces. Saliva is
not a likely transmission route because of low viral concentration. Human
Immunodeficiency Virus is transmitted from one person to another and cannot be
transmitted by insects.
People are infected with HIV in narrow and specific ways when they engage in
certain behaviors. This is good news because it gives people the option to change
their behavior. IfHIV was an airborne virus like a cold or the flu, little could be
done to stop the spread of the virus. However, iris clear that particular types of
sexual or drug use behaviors are the key risk factors. HIV exposure or
transmission occurs only if blood, semen, vaginal fluid, or blood products from
one person with HIV infection gain direct bloodstream entry into another person.

Estimating Level of Risk

Some activities are higher risk for receptive partners and other activities are
higher risk for insertive partners, it just so happens that women are always receptive
partners. However, we will ignore who is at greater risk because nothing is entirely
safe for one partner while unsafe for the other, it is not always clear who is at greater
risk, and ethically individuals should engage in activities that place either partner at
risk.
The "Stoplight" is Introduced

In past studies, we have found that use of a traffic light to illustrate levels of
risk has been a very clear and effective way of presenting information. Since we are
all familiar with red=stop, yellow=caution, green=go, transposition ofthese symbols
to sexual activities is generally easily accomplished.

High Risk (Red light)
Unprotected vaginal intercourse
• Receptive partner is at risk from semen and insertive partner is at risk from vaginal
fluid.
Unprotected anal intercourse
• Trauma may cause capillaries to break, resulting in exposure to semen (in the
receptive partner) or blood and/or blood in feces (in the insertive partner).
• Intercourse to orgasm or not is irrelevant since withdrawal can't be assured and
pre-ejaculatory fluid is present.
• Relative risk of contracting HIV infection is 300% greater for women who have
one unprotected anal sex partner a year and 1800% for women who have 5 anal
sex partners a year than for women who do not engage in this practice.

73
Unprotected oral sex to orgasm or fluid release
• Carries some risk, but less than anal intercourse.
• Bloodstream access is afforded via the gums (from periodontal disease) or breaks
in the skin.
Sharing sex paraphernalia (dildos, etc.)
• Exposure to fluids (blood or sexual fluids)

Moderate Risk (Yellow Light)
Anal intercourse with a latex condom
• Still a moderate risk resulting from improper condom use, breakage, slippage.
• Use a latex condom with nonoxynol-9 spermicide.
• Use water based lubricants (KY jelly, etc.) NOT oil, vaseline, or hand lotion
lubricants which weaken condoms making them more likely to break.
Vaginal intercourse with a latex condom
Oral sex, stopping before orgasm
• Slight risk if pre-ejaculatory fluid is present or "plumbing leaks" unexpectedly.

Lowest Risk (Green Light)
Mutual masturbation or massage to orgasm
• Caution regarding sexual fluids in contact with cuts or skin breaks.
Rubbing, friction to orgasm ("outercourse")
• Safe if no cuts; if cuts are present, use a latex condom.
Cuddling
Oral sex, no fluid exchange
Oral sex with a latex condom
Practices that don't involve penetration or body entry of sexual fluids
Risk Reduction Changes
• Review of handout (How to Reduce or Eliminate Risk for AIDS) and discussion
of each risk reduction change by participants and facilitators.

How to Reduce or Eliminate Risk for AIDS
Steps to take to reduce risk for getting or giving someone the HIV virus:
1. Don't have anal intercourse. This step alone will reduce your risk by an
enormous extent, more than any other single change. Having unprotected anal
intercourse with just one partner in 12 months makes you 300% more likely to get
HIV than not having anal sex at all. Having 5 partners increases your risk by a
staggering 1800%. The best advice: don't do it.
2. If you have anal intercourse, do so only with a latex condom.
Intercourse with a condom greatly reduces risk compared to intercourse without a
condom. If someone doesn't wish to give up anal intercourse, they should surely use
a latex condom with a water-based lubricant (like KY) every time. Oils, vaseline, and
hand lotions should not be used as lubricants because they weaken the latex condom.
3. Don't let a partner's sexual fluids enter your body or let your sexual
fluids enter your partner's body, including oral sex. Because of the physiology of
the sex act, a women is at a higher risk of contracting HIV from an infected partner.
More fluids are left in the women's body than the man's body. Oral sex is also risky,
and very few people use protection during this form of sex. If you have any cuts or
openings in the thin tissue of your mouth, even microscopic, you can become infected
by your partner's semen.
4. Body rubbing ("outercourse"), mutual masturbation, massage, and
similar sexual activities are very safe and unlikely to create risk. But don't let
sexual fluids come in contact with cuts or scratches, even little ones. If in doubt, use a
condom during these activities, too.
5. When two people have sex, the person who knows about safety should
take responsibility for educating the other person. And this person may be you.
Your partner may not be aware of how at risk he/she is, if they really care about you
they'll appreciate your concern for them.
6. If your judgment is blurred because of too much alcohol or drug use,
postpone sex. Staying safe is much easier when you are clearheaded, plus you'll end
up regretting it the morning!
7. Love is wonderful but doesn't change the need for safety. Insistence on
safety does not imply lack of trust. Rather, safety shows your concern for another
person and yourself And just because you have been dating a partner for a long time,
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and he's told you about his past, doesn't mean that you should stop being safe
unless you both get tested.
8. Learn from your past mistakes. Everyone has done things they now
wished they didn't do. Certain things may trigger risk behavior. Look back and see if
you can identify "triggers" for your past risky behavior. Some examples of risk
triggers include drinking too much or being "blurred" before sex, feeling lonely and
wanting to please a partner at any cost, giving in to a partner's pressure, "proving"
love, and so on. Plan and develop new ways to handle these triggers before they
occur so the past doesn't repeat itself

9. Congratulate yourself and your partner for staying safe. Reward
yourself and your partner with praise after sex for staying safe ("I feel so much closer
to you because we care so much about each other and are able to deal with these
issues without feeling awkward or uncomfortable"). Silly as it may sound, this step
helps establish safety in yourself and others. Eventually, you can look back and count
the days, weeks, months, and years since you've done anything risky. You'll gain
peace of mind.
10. Pride is a part of health. One reason we're on earth is to look after one
another. No one has a right to do to you anything that threatens your health, and you
don't have a right to do anything that threatens someone else's health. You deserve a
long, healthy, happy, and proud life. Part of that process is taking responsibility to
prevent further cases of infection in women.

Myths and Misconceptions
•

Read each myth to the group and have OLs generate reasons why the myth is
incorrect.

Common Myths
Myth

You can tell someone's health or HIV status by their appearance.

Fact

You cannot gauge health or HIV serostatus by appearance.

Myth

You can reduce the frequency of unsafe behavior such as unprotected
sex and be safer (e.g., go from having unprotected sex once a week to
once a month).
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Fact

It may only take one occurrence of unprotected vaginal (or anal or
oral) intercourse with an infected partner for you to become HIV
infected.

Myth

You can "quiz" a potential sexual partner about their sexual habits
and previous partners in order to ascertain the risk of HIV infection.

Fact

Potential partners may not know their serostatus, may not
correctly assess their personal risk for HIV, and may be unwilling
to give you truthful information about their background
(remember the study?).

Myth

As long as we shower first, we won't pass the virus.

Fact

A shower will not affect the transmission of HIV.

Myth

If semen is "spit out" instead of swallowed, oral sex is safe.

Fact

We all have minute cuts in out mouth that we may not be aware
of-from scrapes, food cuts, gingivitis, brushing or flossing our
teeth. These small cuts may permit the virus entry into the
loodstream.

Myth

When you love someone and you have a relationship or are attempting
to build one, you can be less sexually safe (variation: you should

have

unprotected sex to show that you really care and trust each other.)

Fact
with

This myth ignores the fact that you both have a sexual history

Myth

You are safe ifyou douche after you have unprotected intercourse.

Fact

Entry of semen into the bloodstream is likely to have already
occurred. Douching may increase the risk of entry into the
bloodstream by further propelling the virus into cuts or abrasions.

Myth

other partners. HIV does not discriminate between casual sexual
partners and a lover.

I probably already have the virus, so it doesn't matter what I do.

Fact

If you are HIV-negative, you can protect yourself from becoming
infected. You will only know your serostatus for sure by having
an HIV-antibody test done. If you are HIV+, it is important to
protect yourself from other sexually-transmitted pathogens.
(Sexually transmitted diseases and viruses and bacteria, e.g.,
hepatitis and intestinal parasites, can be acquired through
unprotected intercourse and can worsen general health.)

Myth

You can be less safe with someone from a small town than someone
from a larger city (or "out-of-town").

Fact

HIV-infection is now a problem everywhere. The important
factor is not whether 1 out of 10 (small towns) or 1 out of 2 (some
large city or epicenters) are infected, but whether or not the
partner that you have unprotected intercourse with is HIV
infected.

Myth

Where you meet someone (e.g., through friends, at the bookstore, at a
park .. .) determines if you should have sex with them.

Fact
a

HIV/AIDS occurs among people everywhere. While concerns for
partner's health may be considered less in casual settings, you can
encounter infected partners anywhere.

Myth

It's too late to change now-I can 't learn new habits.

Fact
sometimes

We can all learn new behaviors throughout life. In fact,

Myth

Playing safe isn't sexy.

Fact

To eroticize safer sex, we may have to educate ourselves and our
partners: expand upon what we consider sexual; be creative and
open-minded; enjoy a sense of playfulness. Changes to a safer sex
repertoire can both enhance your sex life and reduce the concerns
about becoming HIV-infected.

Myth

This is the partner of my dreams and ifI ask him to be safe, he may
leave.

our lives depend upon this.
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If he is the partner of your dreams and you are his dream, you will
want to share that for a long time. Be safe. If he is unwilling to be
safe with you, he has probably been unsafe with others. There is
always the possibility that he will leave. However, for a partner
you will want someone who listens to your concerns and
understands. If he is not willing to do this, is he really the partner
of your dreams?

Fact

Ask participants about other myths or misconceptions they have heard and discuss the
fallacies.
Casual Contact

A myth that often has to be dealt with when people are unfamiliar with the modes of
transmission for HIV/AIDS concerns transmission through casual contact.
Long term studies with families and close household contacts of people living
with AIDS has shown that AIDS is not transmitted by:
• sharing kitchen and bath facilities;
• sharing toothbrushes or eating utensils;
• coughing, sneezing, or kissing;
• sharing a bed;
• using the same swimming pool;
• mosquitoes or bugs.
There have been no cases of casual transmission.
Predictors of Risky Behavior

In 1988, a study was conducted to look at factors that determine whether or
not people practiced safe or unsafe sex. Approximately 500 people participated in the
survey and were divided into two groups-those who no longer engage in
unprotected intercourse and those who still engage in unprotected intercourse. Based
on information from the survey, we found the following differences between those
who were safe and those who were unsafe:
•

Those who were safe, compared to those who were not, were more likely
to report being safe if safety was the norm among their circle of friends.
Safety as a norm was indicated by:
a. the belief that friends were safe, used condoms, or engaged in
outercourse;
b. answering that it was well accepted to be safe;
c. marking that friends thought it was odd not to be safe all of the time.
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•

•

•
•

Those who were safe were more likely to believe that risk for HIV/AIDS
depended upon what they did in bed rather than luck, fate, or chance.
These people expressed the belief that:
a. internal control can better protect an individual and lead to
successful behavioral changes;
b. AIDS is not an automatic hazard of having sex but is related to the
choices and behaviors of an individual.
The ability to gauge one's own level of risk is related to level of risky
activities.
a those who were very safe (i.e., did not engage in unprotected
intercourse) correctly felt that they were at little risk;
b. those who engaged in risky activities (e.g., unprotected intercourse
or fluid exchange during oral sex) incorrectly under-estimated their risk
level-perhaps because of denial, distortion, or lack of knowledge of
risk levels.
The overriding factor predicting safety was the perception that safer sex
was expected, accepted, endorsed, and the standard behavior among one's
network of friends.
This last factor has a lot to do with our project. Because you are popular
individuals, the opinion leaders among your network of friends, you can
help "reset" or "redefine" the norms of sexual safety.

In the next session we are going to learn how to effectively communicate safe sex
messages to our friends. Once we learn how to do this, we will practice the skill on
each other, and then we will contract to have these conversations with 4 of our
friends.
Assignment: We would like you to think of 4 people that you would feel comfortable
having a safe sex conversation with. Don't yet have a conversation; just think of four
people with whom you can later have one.
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Opinion Leader Training Session 2
Review of Session I

Vectors of Transmission
-blood, semen, vaginal fluid, breast milk
-these fluids must enter your bloodstream somehow for you to become
infected.
Estimating Your Level of Risk
-High Risk-unprotected vaginal intercourse, unprotected anal intercourse,
unprotected oral sex to orgasm, sharing sex paraphernalia.
-Moderate Risk-anal intercourse with a latex condom, vaginal intercourse
with a latex condom, oral sex (stopping before orgasm).
-Lowest Risk-mutual masturbation, outercourse, cuddling, oral sex with no
fluid exchange, oral sex with a condom, practices that don't involve
penetration.
Predictors of Risky Behavior
-Those people who engage in safe behavior are more likely to believe that
safer sex was expected, accepted, endorsed, and the standard behavior among
one's network of friends.
Assignment
-Did everyone bring their list of 4 people?
How can you help reset the norms?

1. By example; discuss the benefits you have personally found from practicing
safer sex.
2. Stress the benefits to any sexual partner of being sexually safe.
While we know that many individuals find switching to safer sex awkward or
uncomfortable at first, studies have found that in time safer sex becomes the norm and
unsafe activity seems odd or unrewarding.
Health Messages: Elements of an Effective Conversation

The most important way to redefine norms is by communication. Through
communication you can set the stage for others to be safer. These conversations will
also help you to maintain sexual safety, because your actions will follow your words.
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There are 3 important elements to a health message:
1. What you say to others.
2. How you convey the message.
3. When and where you convey the message.
1. What you say to others.
AIDS is a serious concern
• If what you sat to others is too scary, threatening, fearful, or a death
message, it will be ineffective. People will be turned off to the message
because what they really want to hear is a positive message.
• Convey that AIDS is a serious disease but don't belabor the fear message.
State the benefits of being sexually safer
• Stress the positive value, desirability, and benefits of making changes to
reduce or eliminate risk.
1. benefits to yourself (peace of mind)
2. benefits to others (teaching them how to be safe and giving them
peace of mind
3. safer sex is part of the norm, so adopt the same standard as others
2. How you say something
Give specific safer sex messages
• Give specific safer sex messages rather than "be careful" or "stay safe" or
"use precautions"
Examples of messages are: "I'd always use a condom ifl was going to
have sex."
"I would never do it with someone unless I knew for sure that he was
HIV-."
"The safest thing to do is be intimate without having sex." "I'm
definitely having my boyfriend get tested."
• How would you say things to your friends?
Make "I" Statements
• Instead of telling others what they should do, talk about what you do, how
you have changed (or are trying to change) your behaviors, and how your
health consciousness has changed. (Make "I" statements)
1. People don't like to be told what to do, or to be preached at.
2. You can get an effective message across by talking about yourself. Which
statement is more likely to result in someone listening?--"You're just plain
stupid if you don't use a condom these days" or "I won't do it without a
condom. That's one change that I have made and it makes me feel a lot

safer." The best messages use "I" rather than "You should". As an
opinion leader, what you say and do influences others. If you are not yet
at the point of being completely sexually safe, you can still use an effective
"I message." Such statements as "I'm trying to always be safe" or "I'm
working on it" are honest statements of intent and convey the norm of
sexual safety. You don't want to lie.
3. When and where you convey the message.

Give helpful hints to change to safer sexual behavior
■ Talk to a partner before you become sexual. It is easier to discuss safety
outside of the bed or bedroom, before the heat of the moment.
Communication will be most effective when you convey "how to" carry on
a conversation about safer sex.
■ Some messages for women to say:
1. "Before I consider sex with anyone, I talk to them first-to make
sure that they understand the need to be safe."
2. "If I've had to much to drink, I don't have sex."
3. "If a guy wants to do it without a condom, I say no-let's just do
something intimate but safe, like massage each other. That's sexy,
intimate, and safe.
Let's review and discuss these communication samples. How effective is each? Why?
How would the conversation be received if it incorporated the elements discussed
(AIDS is serious but not fear message, "I" statements, benefits, be explicit, and give
helpful hints)?
■ Some messages for women to say are:
1. "I enjoy sex more when it's safe because then I don't have to
worry."
2. "Now, before I have sex with someone, I always talk to them
first-ahead of time-to make sure they understand that I need to be
safe."
3. "When I'm with a guy, I'll flat out say NO if he wants to do it
without a condom. I explain that I won't do things that aren't safe,
and I suggest safer alternatives. It takes some willpower but I feel
better about myself afterwards."
4. "Someone who plays it safe is a real turn-on for me because I know
he cares about himself and me too, you can tell he's just more mature."
5. "Since AIDS, I've really stopped to think about things. Even
when I really like someone I'm still safe. I'm happier with myself that
way."
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6. "For me safe sex means no intercourse. I just don't do that
anymore, even if the other person wants to. There are a lot of other
things you can do instead, and they're just as affectionate and close."
7. "I'm not giving up sex. I'm giving up risk."
8. "When I play it safe, I feel more in control of my life."
9. "There's nothing better than waking up in the morning and not
having anything to regret about the night before.
10. "I keep condoms everywhere-at home, in my car, in my purse
whether or not I think I might have sex."
11. "I (we) didn't know much about condoms, so I (we) practiced the
whole routine first and figured out how to use them right. Sometimes I
even teach my boyfriend. It's actually kind of fun."
12. "If I've had too much to drink, I put off sex. I want to be clear
headed and safe."
13. "From what I hear and what I see, a lot of girls who are pretty
educated about HIV have pretty much stopped having sex (with
penetration). There's other things that you can do until you know the
both of you are HIV-.
14. "I don't have any vaginal sex. You don't have to have penetration
to have sex. You can do other things to each other that are just as
good."
15. "There are a lot of ways to express sex: touching, massage,
cuddling, and other things. Guys like to do these things just as much."
16. "I wouldn't let someone do something to me that could cause
AIDS. And I wouldn't do something to someone else that could hurt
them, even if they didn't care. We've got to watch out for each other."
What are some other possible statements that convey personalization of sexual safety
and helpful hints for the recipient of the conversation to implement sexual safety.
Facilitator Role Playing

One facilitator will take the role of a concerned friend who would deliver the
message to the other facilitator, who played the part of a friend engaging in risky
behavior or one who was worried about AIDS.
At the bar one night, you are talking with a friend who you know fairly
well. The topic turns to AIDS, your friend says to you: "I worry about AIDS,
but I guess there 's not much to do other than hope it doesn 't affect me. "
Facilitator 1 plays the role of the worried friend and delivers the prompt
line, while Facilitator 2 responds with a model response. A possible response
could be: "I didn't worry about AIDS either for along time but I realized that it is a
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serious problem that I can do someth;ng about. I changed my behavior and now I
don't ever do anything without a condom. I keep condoms with me-in my car and in
my purse-so that I don't get caught without them. I feel a lot safer if I always use a
condom."
What elements of an effective conversation did you hear?
What did you like about the response?
What would you have done differently?
Alternative response: "It's not a bad idea to be concerned about AIDS; it's a
problem even here. I know the riskiest thing you can do is have unprotected sex, so I
just don't do that anymore with anyone. I only have sex that doesn't involve
penetration, it's a lot safer and I feel better. "
Feedback on alternative response?
Emphasis is placed in 2 areas:
1) development of an individual style that is natural and comfortable for
each participant and 2) conveying up-to-date information on risk
reduction in a manner consistent with elements of effective conversation
guidelines.

Facilitator Model Scene 2
Scenario:
You are out at the bar with a friend. Your friend has been spending a
good part of the night flirting with a guy who she finds very attractive. She
comes over to talk to you and tells you that she won't need a ride home because
she is going to leave with him. She goes on to tell you how good-looking he is
and how much she likes him.
Response: I think he's pretty good looking too, but I think we need to be concerned
about being careful no matter what happens. I know that I've come to the point
where I feel like I really need to know a person before I get very intimate, to make
sure he's clean, you know? I feel a lot better knowing I'm safe and protecting my
partners too. It seems like a lot of people are putting sex off or insisting on using
protection these days with HIV/AIDS being so scary. Find out if he's willing to use a
condom if you decide something's gonna happen between you two tonight, and if not
do something where you won't place each other at risk (no fluid exchange). If the
relationship gets serious then the two of you could get tested for HIV so then you
won't have to worry about condoms so much. So, have a good time with him tonight,
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get to know him, and be able to talk about something that is really important-being
safe.
Scenario:

You're talking with a friend, someone who is pretty active sexually.
You've been a little concerned about how much she knows about taking
precautions against AIDS. She's never raised the subject or asked for your
advice, but you want to raise the subject of safety in a way that won't turn her
off. You'll have to start the discussion with her. ·She says, "Hi, how are you?"

Response:
Great. I haven't seen you in a while, I've been pretty busy. One new thing
that I've started since the last time I saw you is a group at school. We meet once a
week and talk about how to reduce our risk for getting AIDS. It's made me think a
lot about my own behaviors. I know that I've been risky in the past, not using
condoms ALL the time is especially risky. I've really changed my behavior now
though, and so have a lot of the other girls. I won't do anything that involves
penetration (OR I don't do anything without using a condom OR I got tested for HIV
and I had my boyfriend do it too). I feel a lot better-not so worried about getting
infected I mean there is no way that I know that neither of us is infected until we get
tested. Safer sex is the norm now-use condoms, get tested, or just don't have sex.
OR:

Been doing okay. Better than okay, really. I've started seeing this guy and
we're getting close. We've been talking about what a relationship would mean to
both of us. Since we've both had other partners AIDS really scares us. We've been
talking about how to be safe and protect ourselves and each other. I feel really good
that we've been able to discuss these things openly, because now I don't have to
worry or feel Uke I'm going to regret anything that I do. I know that a lot of my
friends are doing the same thing too (using condoms, getting tested, waiting to have
sex) so I don't feel like I'm doing something strange or different from everyone else.
This just takes the worry out of sex. And, I never knew thatjust talking about what
you want to do with someone could be such a turn-on!
Get discussion and feedback from each response.
Summary of Modeling Scenes

•
•

You have seen examples of conversations and may have gotten some ideas for
responding to similar situations.
Your style and content may be different from the facilitators.

•
•
•

•
•
•

Imagine that you are in the last situation and want to start a risk reduction
discussion with a friend (on your own without your friend starting the
conversation first).
Take a few minutes to think about the conversation.
How can you begin the conversation?
What would you say?
What points would you cover?
How can you use your own style and cover the points on the board?
■ Put your response in your own words (30" seconds or more)

■
■
■

You can write out ideas if you wish and we will have everyone practice this
conversation in a little while. (Practice will not occur in front of the group).
You will have 5 minutes to think about your conversation and write down ideas if
you wish.
Silently rehearse what you would say to your friend.

Participant Role Play Rehearsal

Participants will break up into pairs or triads and a facilitator. The facilitator
explains the purpose of practice: "No one is right or wrong: this is simply an
opportunity to practice conversations and learn from each other."
Within each group, the facilitator narrates the role play scene and a facilitator
or participant gives the prompt line, "Hi, how are you?" Participants are told that this
is the hardest way to begin a conversation and once they are comfortable responding
with an AIDS prevention message to such an open-ended conversational gambit, then
other situations will seem much easier and more natural by comparison. A volunteer
form the group first responds to the scenario and uses the elements of an effective
conversation to convey AIDS information. This respondent is given positive feedback
from both the facilitator and group members. Two participants continue to role play,
rotating around the circle, until each participant has had a chance to respond to the
prompt line and receive constructive feedback three times. Each conversation is
examined for all elements of an effective conversation and the way in which those
elements are delivered. Participants often incorporate elements of other participants'
conversations in a two-way learning process. Potential problems regarding when or
where to have conversations or what to include in the conversations are problem
solved by group members and the facilitator.
Contracting Conversations with Friends

While participants are still in the subgroups, hand out the conversation
contract form. Ask participants to recall in Session 1 that we asked them to think of 4
people that they would feel comfortable having a safer sex conversation with. Ask
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each participant to contract having a conversation with these individuals over the next
week. If the participant could not see a particular friend over the week, have them
think of someone else for the conversation. Stress the importance of having
conversations with friends regarding AIDS in order to effectively fight the epidemic
and make a difference in your community. When all participants have agreed to hold
risk reduction conversations with 4 friends before the next session have each
participant write the first name of the friends they intend to talk to on a form
including: participant's name, friend's name, the place the conversation was held, and
a space for a brief description of the major elements of the conversation.
Next, initiate a group discussion involving a strategic planning of how, when,
and where these conversations can take place. Begin with eliciting ways to start the
conversation naturally. Have participants think of ways to bring up the topic of risk
reduction from media events (such as TV, radio, movies, newspaper, and magazine
articles), relationship discussions, workshops, this project, or other relevant topics.
As with the practice conversations in the group, remind participants that everyone has
a different style of communicating and that they should use a style that is both
comfortable and natural. The conversation should stress: the need to be concerned
about AIDS, the positive benefits of sager sex to self and the other person, the use of
"I" statements, giving explicit information regarding sexual safety, and suggestions
that are helpful in reducing risky behaviors (e.g., keeping latex condoms in your
purse). Participants were asked to think about appropriate places and times for the
conversations. Allowing sufficient time for a conversation is important in the event
that the friend has questions about what are safer sexual activities or how to stay
sexually safe. For this reason also, conversations should be held in a place where they
cannot be overheard and the recipient of the conversation feels comfortable being
explicit. Participants can help each other troubleshoot potentially difficult
conversations at this time with feedback from the facilitator.
When the participants have had sufficient time to practice conversational leads,
reconvene as a whole group. When reunited, individuals from the small groups report
on such things as how realistic their conversations were, how comfortable they felt in
having these conversations, and when, where and with whom (e.g. friends they knew
well or were comfortable with) they would have these conversations. Examples of
strategies and leading statements to begin conversations are also given. Participants
often share interesting and innovative (but realistic) ways to begin conversations used
by one of the small group participants. After reports on conversations from all the
small groups, give instructions on filling out the contact sheets and ask participants to
bring them in for discussion in Session 3.
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Opinion Leader Training Session 3
I. Review Elements of Effective Communication
What are effective, non-"preachy" ways to communicate?
Review a.nd discuss each point of the handout "Elements of Effective
Communication."
1. Stress the positive benefits of being safe.
2. Stress that safety is now the accepted norm. People who are safe are "in
step" with the time. People who aren't safe are outside the norm.
3. Be explicit in communicating what safety means.
4. Don't preach-instead, use yourself and changes you've made as a positive
example.
5. Suggest how to do it, not just what to do.
II. Discussion of Conversations with Friends
(Ask participants to get out their contact forms and complete the forms if necessary.)
• How many participants had an opportunity to initiate discussions?
• How many had all four conversations?
• What were the details of the conversation?
-when and where did they take place
-with whom (not name, but type of relationship-friend, acquaintance, stranger.
-what was said and comfort level
-how the other person reacted-tone, response, questions.
ID. Involvement of Opinion Leader Participants in this project

Role of the opinion leader in the project:
• Even popular people can feel shy.
• AIDS is not a pleasant topic, even when the message is positive in tone and
stresses benefits of safer sex.
• You can't take responsibility for others; you can only try to get a message to
them.
• As you gain experience and confidence, conversations will become easier and you
will feel more comfortable.
• By talking to others about safer sex in the ways we've discussed, you will be able
to assist your friends and acquaintances in staying safe.
IV. Review of HIV/AIDS Statistics

Let's take a few minutes to review a subject that isn't pleasant but important to
remember.
In 1995, there were 6,800 people diagnosed with AIDS in Michigan, and 245,761 are
reported to be infected with HIV. Why might that number not be accurate?
5% of those surveyed in a large American university reported to be HIV positive,
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while only 30% reported to have been tested for the virus.
What are the vectors of transmission of HIV?
The chance of getting infected with HIV after one exposure through unprotected sex
is .1-1. 0%, however 70-80% of infections have occurred this way.
What's the problem with thinking that it is too late to change now (or too late to
regain safety if lapsed)?
V. The Purpose of this Project
• You are here because you volunteered to be a leading force in promoting the norm
and benefits of being safe to friends and acquaintances.
• If seeds you plant through conversation lead just one person to change patterns
from high risk to always safe, you have saved a life.
• The style and content of the conversation you have with others to stress sexual
safety is important. Fear messages don't change behavior. Positive, explicit
messages followed by steps about how to put risk reduction into effect can change
behavior. An important component of this is the personal endorsement of a safety
message by the use of"I" messages.
The Proiect Gains to Date and. Future Plans
Each of you have already helped to reset the norms through conversations. If
each of you had four conversations, that equals 40 conversations (JO opinion leaders
x 4 conversations). We need to continue and expand this process. We would like
each of you to commit to ten more conversations over the next week. Do you think
that you will be able to have ten conversations over the next week? If not, we can
meet for a 5th time after Spring Break. Whatever is convenient for you, as long as I
get the conversation contracts completed by that time and no later.
To see how important these conversations are, let's look at some figures. If
each of you had 4 conversations last week and you each have 10 conversations this
week and there are JO people in the group-JO x 14 conversations = 140
conversations. 140 conversations can have a big impact on a community, especially
since that number is larger than the total number of people in your community. The
message of safer sex can be a ripple in your community, touching more and more
lives, until safer sex is the acknowledged and accepted norm.
10 Conversation Assignment
Participants will contract to hold 10 conversation with different friends about
HIV risk reduction. Participants are instructed to include the characteristics of
effective conversations as well as the techniques practiced. Ifyou have more than JO
conversations, please indicate the number of conversations held at the bottom of the
form.
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Opinion Leader Training Session 4
The Project as a Research Study
Because this project is a study, how well it works in sororities is a matter of
importance. We will evaluate the effect of the program several ways: the surveys you
have completed; a program evaluation that you will have the opportunity to complete
at the end of this session; on changes in role play responses; and the extent of
networking within a community (the reason for the monitoring/contact forms). We
will be back in a few weeks, and then a few months, conducting surveys again. After
the final survey, if you would like to talk about the results we can get back together or
you can contact me and I'll answer any questions you may have.
Hand in Completed 10 Conversation Sheets: All sheets must be handed in
including the 4 conversation sheets (you may have indicated the 4 conversations on
the back of your 10 conversation sheet) in order to get credit.
Did the conversations become easier the more you had them?
Opinion leaders can only attempt to get the message of safety out; you cannot
assume responsibility for another's choices; and someone's not receiving or
acting on your message doesn't mean that you have failed or are responsible.
You did a good job.
Extra Credit Assignment (Optional)
If you are interested in trying to win a $20 gift certificate to Hudson's then you might
want to participate. Take another 10 conversation contract sheet and go out and
either reinitiate conversations with people with whom you've already had
conversations, or initiate conversations with people with whom you have not already
had conversations. Reinitiations are important to see where that person might be now
that some time has passed since the first time you talked. Did they do anything
different? Do they plan to? Initiations are important for the same reason that they
were in the beginning, it further disseminates the message. For every reinitiation you
will receive I lottery ticket, and for every initiation you will receive 2. All of the
lottery tickets will be placed in a box and one will be selected. That one will win the
gift certificate. The more tickets you have the better chance you have of winning. If
we can get at least 5 people to participate we will do this.
Thank you very much for participating!

Appendix D
Consent Farm for Opinion Leaders
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Consent Form for Opinion Leaders
Western Michigan University-Department of Psychology
Principal Investigator: R. Wayne Fuqua, Ph.d.
Research Associates: Sherry Pagoto, B.A.
Scott Maieritsch, B.A.

I have been invited to participate in a research project entitled "Social Diffusion of
Safe Sex Behaviors in College Women". I understand that this research is intended to
study whether training opinion leaders to act as behavior change endorsers to their
friends and acquaintances can result in positive behavior changes throughout a
population. I further understand that this project is Sherry Pagoto's thesis project.
My consent to participate in this project indicates that I will be asked to attend four 90
minute training sessions that will occur over approximately one month's time. The
first session will be educational in nature, covering topics such as the epidemiology of
HIV infection, the definition of high-risk behavior, changes needed to reduce risk
behavior, and misconceptions concerning risk. The second session will cover
characteristics of effective promoting of health messages. The third session will
consist of practice in initiating discussions about safe sex. Also, during this session I
will be asked to identify 4 friends with whom I will promise to initiate discussions over
the following 1 week period. During the fourth session the group will review the
discussions that occurred over the past week, do problem solving, and identify 10
additional friends with whom to initiate discussions over the next 2 week period. I
understand that I will be asked to initiate at least these 14 conversations during the
time of the study, and I will be asked to sign a contract saying that I will do so.
As in all research, there may be unforeseen risks to the participant. If an accidental
injury occurs, appropriate emergency measures will be taken; however, no
compensation or treatment will be made available to me except as otherwise specified
in this consent form. I understand that a potential risk of my participation is that I
may experience some discomfort in participating in discussions of the nature of sexual
behavior. I also understand that ifl experience discomfort in participating in the
training sessions in any way, I can withdraw from the study at any time without
penalty or prejudice. I understand that should I experience discomfort for which I
need professional help, Sherry Pagoto, Scott Maieritsch, or Wayne Fuqua, whose
numbers are listed below, can make an appropriate referral. I understand that I may
benefit from participation in this study by having my sorority receive an assigned
number of points towards our community service participation award.
I understand that all information exchanged during my participation is completely
confidential. This means that information that I reveal at any time during the sessions
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will not be associated with my name or the name of my sorority if recorded. I
understand that approximately 15 opinion leaders will be present at this training, and
that by signing this, I agree to keep confidential any and all information that I may be
exposed to by others involved in the study. Ifl have any questions or concerns about
this study, I may contact either Dr. R. Wayne Fuqua at 616-387-8309, Sherry Pagoto
or Scott Maieritsch at 616-387-8308. I may also contact the Chair of Human Subjects
Institutional Review Board at 616-387-8293 or the Vice President for Research at
616-387-8298 with any concerns I may have. By signing below I am giving my
consent to participate in this study.
Signature

Date

Phone

Appendix E
Human Subjects Institutional
Review Board Approval
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Human Subjecls lns1i1u11onal Review Board

Kalamazoo. Michigan 49008-38'

WESTERN MICHIGAN UNIVERSITY

Date:

12 December 1996

To:

Sherry Pagoto

From: Richard Wright, Chair
Re:

HSIRB Project Number 96-12-04

This letter will serve as confirmation that your research project entitled "Social Diffusion of Safe
Sex Behaviors in College Women" has been approved under the expedited category of review
by the Human Subjects Institutional Review Board_ The conditions and duration of this approval
are specified in the Policies of Western Michigan University. You may now begin to implement
the research as described in the application.

Please note that you must seek specific approval for any changes in this design. You must also
seek reapproval if the project extends beyond the termination date. In addition if there are any
unanticipated adverse reactions or unanticipated events associated with the conduct of this research.
you shouI<f-mimediately suspend the project and contact the Chair of the HSIRB for consultation.
The Board wishes you success in the pursuit of your research goals.
Approval Termination: 10 December 1997
xc:

R. Wayne Fuqua
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